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THE NEED FOR RESEARCH 


O we really know how people think, feel and behave about health, 
D how they came to do so, and how they can be changed ? Is our 

health teaching based on knowledge of these essential facts, or is 
it a series of acts of faith based on insight ? 


If we answer these questions honestly, we must admit that at present 
health education is intuitive rather than scientific. We teach what we 
think people ought to know, and we use the methods that we think will 
work. But what do we really know of the dynamics of health attitudes 


and behaviour ? 


If health education is to be a science as well as an art, we must adopt 
scientific methods of assessing our problems, planning our experiments 
and measuring our results. There is an urgent need in Britain for a 
Health Education Research Unit that could do all these things. The unit 
would consist of a team of health and social scientists. It would include 
experts in social medicine, social anthropology, social psychology, educa- 
tional psychology, social surveys, statistics, and what the Americans call 
community organisation. 


The functions of such a research unit would be threefold: to make a 
continuous, long-term study of what people know and how they think, 
feel and act about health, and why ; to provide a sequence of health educa- 
tion models for the whole country by carrying out pilot surveys and 
experiments on selected problems and in special fields ; and to take part 
in the training of health educators and social scientists. 


To maintain a first class unit like this would cost perhaps £30,000 a 
year. At a time when the need for economy is evident, that seems a 
lot of money. But spent in this way it could not fail to reduce the annual 
expenditure of over 400 million pounds on the National Health Service. 
And it would indirectly increase our national productivity by reducing 
the time lost to industry through illness—at present equal to the loss of 
the full-time production of one million work-people. 
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HEALTH PROBLEMS OF 
COMMUNITY AND FAMILY 


Hith. Educ. J., 196) 50—57 


By Avex G. Mearns, M.D., B.Sc., 
D.P.H., F.R.S.E., Senior Lecturer in 
Public Health and Social Medicine, 
University of Glasgow. 


Tue bias towards things physical, which has in the past been evident in 
the selection of health standards, is largely due to the ways in which 
national fitness is judged. For many years there have been three funda- 
mental data in health assessment. They are the degrce of longevity, the 
incidence and nature of sickness and the physical condition of the people, 
especially of the young. Such criteria fail to give a true picture of the 
facts. There is in them no indication, for instance, that those who live 
long also live happily, or in comfort ; the absence of sickness does not 
necessarily imply the presence of health ; and physical fitness is determin- 
able only in those who come under medical review—who are, save in 
time of. war, or during conscription, but a fraction of the populace. 
Little or no stock is taken of the psychological and emotional problems 
of the ordinary citizen ; of his personality adjustment to his fellows and 
to life in general ; of the degree of his marital happiness or disharmony ; 
or of the background against which his children are reared. Such 
matters must nowadays be the concern of a properly-orientated health 
service ; and its officers should be led to appreciate the importance of 
these basic medico-social factors, both academically and in practice. The 
recognition of this i importance by authority has been signalised by the inclu- 
sion, in the scheme of training for medical officers of health prescribed by 
the General Medical Council, of courses in social science, comprising 
economics, organisation, security and welfare. Only when the individual 
can experience and enjoy bodily fitness, mental vigour and contentment 
within the ambit of happy family life dare we say that we have achieved 
real community health. | 

Can we win this true health for the nation ? What is the formula ? 
Broadly, it is genetically sound stock ; marriage attended by mutual 
trust, lasting affection and sexual fulfilment ; happy, healthy childhood ; 
a hygienic regimen ; congenial employment ; sufficient leisure, well 
spent ; and a worth-while environment. 
Criticisms which may seem implied in what has already been said are 
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HEALTH PROBLEMS OF COMMUNITY AND FAMILY 


in no sense a negation of the excellent work accomplished by the public 
health service. There is much evidence to show that, compared with 
earlier days, we are, nationally speaking, more fit. Infants have a better 
chance of survival than ever before ; school children are taller and heavier ; 
epidemic disease is well under control ; and in chemotherapy we have 
a potent weapon against many fatal infections. But there is, unhappily, 
also much evidence that we have failed on the medico-social side, and 
in our understanding of human biology. Crime and other anti-social 
acts are distressingly frequent. The manifold problems of juvenile 
delinquency engage the psychologist and the legislator. There are signs 
of social instability, and the sense of purpose appears to have been lost 
by many. Marriage is passing through a crisis, and moral laxity flourishes. 


Rebuilding the Family 


If we are to halt the decline in our social values, we must turn our 
attention—and urgently—to the rebuilding of the home and the family 
unit. The public medical and allied services have their part to play in 
forging and maintaining a friendly link between home and authority. 
Such a link is possible at all stages of development, from childhood to 
young adult life, and even beyond. The maternal and child welfare 
scheme, for example, can foster it through the advice given to expectant 
and nursing mothers on the personal hygiene of themselves and their 
children ; so too can the education health service, by stressing the value 
of preventive care in the early years. Parent-and-teacher associations can 
offer assistance in the psychological problems of the senior school child, 
and guidance towards the understanding of adolescent difficulties, so 
paving the way to a wise choice of friendships. The interest of parents 
in the vocational training of their children, and that between Industry 
and the home are further examples of the home-community link. So it 
is that through the cycle of human affairs, long-term success and happi- 
ness may well derive from reciprocal interest between child and home, 
parent and authorities, against the background of an enlightened public 
welfare service. This conception is diagrammatically set forth in Fig. 1. 
There is little doubt that marriage is the greatest single factor in deter- 
mining the stability of the British social system. No discussion of the 
relationship between the health services and the family can therefore be 
complete without some reference to present day views on marriage and its 
problems. 


Marriage Concepts 


During the last half century, great changes have occurred in our con- 
ception both of the purpose and of the meaning of marriage. The 
Victérian idea that wives should be almost entirely subordinated to the 
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Fig. 1. The Human Cycle 


Given health and a good environment, reciprocal interest between the home and 
the social services is the key to happiness. 


twin duties of child bearing and household management has long been 
abandoned. Emancipated woman is entitled to facilities for social and 
cultural interests within marriage ; indeed, such activities, in reason, 
are beneficial to family life and provide the mental relaxation so necessary 
to leaven the rather dull mass of household routine. 


Acknowledging the basic importance of the family unit in a well- 
ordered society, it becomes necessary to enquire how successful marriage 
may best be achieved. It does not always come automatically to those 
who are ‘in love’ ; thought, preparation and care are required. This 
argues the need for education of young people, not only in the traditional 
‘ facts of life *, but also in the wider significance of living together in the 
partnership of wedlock. The provision of instructional courses in pre- 
paration for marriage must therefore be our first step towards the realisa- 
tion of the goal. The successful promotion of such courses will not be 
without its difficulties. Numbers must necessarily be small, tuition 
expert, yet direct and sympathetic, and the instruction given with 
the intellectual attainment and social grade of the groups concerned 
in mind. The courses, one feels, would achieve their best results when 
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those attending them were already in possession of the primary facts of 
mammalian reproduction, such as could be imparted at school in elemen- 
tary biology classes, or taught by parents. It is the modern view that 
biology should be a curriculum subject in all secondary schools, as trained 
teachers and technical facilities become available. While the content 
of instruction in sex matters is scarcely relevant to the present essay, one 
point may pertinently be made. It is most necessary, when informing 
the young mind, to distinguish between the purely biological and the 
ethical aspects of the subject ; first, on the biological side, to explain 
that the sex process is but one of the body’s many physiological functions, 
and is less important to the organism than, say, digestion or circulation. 
Its contribution to the race on the other hand is unique, since it embodies 
the precious and awe-inspiring gift of life. Second, on the ethical side, 
to make it clear that sexual desire is a normal feature of healthy adolescent 
life but that it is one’s duty to control it ; and especially to emphasise 
that physical congress is merely a part of the communion which true 
marriage implies. Many untutored young persons regard the newly- 
awakened desires as sinful, and it is only proper that they should be 
shown the facts in true perspective. Sex is a creative force and the free 
gratification of its demands within the marriage bond is fully compatible 
with Christian teaching. 


In so far as those about to marry are concerned, instruction should 
be given on such subjects as physical fitness, reproductive anatomy and 
physiology, the technique of coitus, family planning and the question of 
sub-fertility, together with advice on ethical behaviour. By such means 
it may be fairly assumed that the intending pair will enter the marital 
state with the knowledge which makes for success. 


It is necessary for the guidance of the young people to clarify the posi- 
tion regarding the several experiments in sex behaviour of which much 
is nowadays heard under such high-sounding titles as ‘ trial marriage ’, 
‘free love’ and ‘sex emancipation’, There are at the present time 
many supporters of these and kindred cults, who attack marriage as an 
institution, averring that it is outmoded, if not effete. It is true that 
marriage is involved in the continuous process of social evolution ; and 
that present day views concerning it are often at variance with earlier 
teaching. Nevertheless, marriage remains the true foundation of our 
way of life, and our task is not to bring discredit upon it, but rather by 
investigation and study to increase its potentialities for happiness and 
fulfilment in the community at large. At its best, trial marriage is likely 
to bring happiness only to the few ; at its worst, and for the majority, 
its reduces marriage to the base level of physical sexuality. True marriage 
should canalise the sex instinct in such a way as to make for physical, 
mental and spiritual harmony. 
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Marriage Factors 


Turning now to the question of marriage itself, can any general prin- 
ciples be advanced to assist in the choice of the life partner ? Broadly, 
the answer is yes. Of the factors which require careful consideration 
by those proposing marriage, twelve may be cited as fundamental. They 
are, in approximate order of importance, Age, Consanguinity, Heredity, 
Race, Religion, Physical and Mental Health, Sexual Proclivity, Attitude 
towards Children, Social Status, Cultural Tastes, Financial Position, 
and Vocational Claims. Even when satisfactory answers seem possible 
to questions touching the above, there remain matters of temperament 
and other less easily defined qualities which must be faced squarely before 
the decisive step is taken. The bounteous reward of a truly happy 
marriage and family life is well worth any trouble taken to ensure that 
a real affinity exists between the engaged couple. 

Mean Age at marriage has remained high in Britain during the past 
few decades, compared with the ages prevailing in the terminal years 
of last century. Thus in 1896 the ages at marriage of bachelors and 
spinsters were respectively 21.8 and 19.7 ; in 1930 the corresponding ages 
were 27.3 and 25.5, and apart from a post-war decline, unlikely to con- 
tinue, the ages have remained relatively stable at these levels. Among the 
causes of later marriage are financial stress, the housing shortage and the 
counter-attraction of well-paid employment for women. It is biologically 
desirable that marriage should take place early, so that young parents 
may have companionship with their children. It is however inadvisable 
to marry too early, lest the responsibility of home building may prove 
irksome at an age when enjoyment matters most. There is a danger 
also that a marriage contracted before adult standards have been fixed 
may be based upon a passing fancy, and so foredoomed to failure. Ages 
21 to 25 are optimal, and pregnancy and childbirth bear lightly upon the 
young, healthy wife. Generally speaking, it is well for the husband to 
be the elder of the pair ; but the disparity should not be too great. 

Consanguinity is important if there is a hereditary stress in the family. 
Marriage of cousins may under such circumstances be disastrous. -Given 
genetic purity, however, there is little from the biological viewpoint 
against such a marriage. 

The science of Heredity is still in active development, and there is yet 
much to be explained anent the paths and transmission of familial dis- 
ease. Expert advice should always be sought by those whose families 
show a possibly transmissible defect, whether physical or mental. 

Questions of Race and Religion must be decided on personal grounds, 
each case on its merits, and it is impossible to give general guidance. 
Marriage of anthropologically dissimilar races may be fraught with social 
and cultural difficulties. Religious differences may be reconcileable as 
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between husband and wite, but give rise to problems when children reach 
educable age. In either case there is a risk of cleavage, which marriage 
can ill afford. 

The need for a good level ot Health, mental, physical and emotional, 
requires no emphasis here. The adoption of a medical check upon both 
parties, including the blood test, would be a highly desirable pre-marital 
routine. Incipient disease would thus be brought to notice and obstetric 
difficulties often foreseen. In cases of doubt, a frank discussion with the 
family doctor would do much to help resolve the dilemma. 

On the questions of Sex, the fullest discussion is required, aided, if 
necessary, by recourse to medical advice. A clear understanding by each 
partner of the physical obligations of marriage is essential, as equally is 
the realisation that the sexual act, when inspired by true affection, goes 
much further than the mere gratification of an appetite, and is the out- 
ward expression of feelings which are at once noble and ennobling. The 
decision as to Children must not be taken lightly. The child is the crown 
of the marriage, but it has rights ; they are, to b¢ conceived in love, born 
into happiness and reared in security. The childless marriage is often 
unhappy. So, too, is the over-fertile union. Balance is reached through 
the prudent application of family planning, and a knowledge of its 
techniques should be sought by all who appreciate the responsibility of 
parenthood. 

The effects of the respective Social Status and range of Cultural Tastes 
of those who think of marriage are not unimportant. Broadly, there 
should be co-incidence of views regarding activities which a married 
pair normally undertake together such, for example, as dancing. A 
rough correspondence in sense of humour, and attitude towards friends is 
also helpful in overcoming the inevitable minor crises. 

Financial Position requires thought, but riches are unnecessary. ‘Enough’ 
means absence of any sort of real privation, coupled with the stimulus 
to save for a special occasion. Life would soon lose its zest were every- 
thing to hand for the picking. 

On the score of Vocational Claims, whether a wife should continue 
employment after marriage, each pair must decide for themselves. In 
professional marriages it may be necessary for the wife to supplement 
the family income. Alternatively, in childless marriages, especially in 
those spent in ‘ rooms’ or with parents-in-law, time may hang heavily, 
and the tedium is relieved by outside work. The individual case must 
be decided on its merits, but no child should be neglected because of 
parental occupation ; nor should employment for purely selfish reasons 
be allowed to interfere with the normal claims of maternity. Bitter 
regrets in later life not infrequently follow such evasion. When, in spite 
of effort, a union is not blessed with a desired child, specialist advice 
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should be sought without delay. Much may nowadays be done in such 
cases, provided both husband and wife are willing to undergo the fer- 
tility examination, and any subsequent treatment thought necessary. To 
those who unhappily are permanently denied the joys of parenthood, 
adoption can bring both happiness and comfort, and should always be 


considered. 


The Task Ahead 


So far, the question of preparation for marriage has been dealt with, 
together with the possible criteria for its success. What of marriage 
to-day ? The picture is a melancholy one. In 1938 it was estimated that 
one marriage in twenty broke down. By 1945 the figure was one in six. 
There is evidence, too, that even more are tending to founder from lack 
of complete adjustment. The effect of failure in marriage is far-reaching. 
It means not only a painful disillusionment for the adults and serious 
disturbance to the children, but the impact on society of so many broken 
homes is serious in the extreme. The marriage crisis is not new ; 
it has for long engaged the attention of sociologists. Among its many 
causes there may be listed economic change, the wider field of gainful 
activity for women, decline of religious faith and distrust in dogma, 
greater tolerance of public opinion towards modern sex mores, the 
dwindling family, and the upheaval of two world wars. These causes 
may operate singly or in combination. Either way, they strike a deadly 
blow at social stability. The possibilities for breakdown of marriage are 
diagrammatically presented in Fig. 2. 

Can we salve marriage ? It is imperative for the sake of community 
health that we should try. We have to contend with a greatly changed 
sex morality due alike to the spread of contraception and to the dissolu- 
tion of the patriarchate. We shall have to develop a first-class case for 
marriage as a happy and lasting relationship if we are to win! Let the 
following be our eight-point programme for success :— 


1. Marriage aims at a permanent relationship which will enable man 
and woman to reach complete fulfilment physically, emotionally and 
spiritually. 

2. Happy marriage is the only truly satisfactory background for the 
rearing of children. 

3. Marriage is based upon the family, and not the family upon marriage. 

4. The family unit is the foundation of our society and its preservation 
is fundamental to community welfare. 

5- Pre-marital sexual laxity is antagonistic to the realisation of successful 
marriage. 

6. Contraception within marriage, used wisely in the form of family 
planning to control the number and spacing of pregnancies, has an 
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Marriage 
| Potentially Happy | | Potentially Unhappy | 
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Fig. 2. Possibilities in Marriage 


important contribution to make towards human happiness and freedom. 
7. Successful marriage does not always come easily. Guidance is 
often needed both before and after. It is the duty of those who require 
such advice to seek it. 
8. Marital maladjustment is a community concern ; and it is a com- 
munity duty to make expert advice available to all who need it. 


Finally, a word is necessary concerning the excellent work of the 
Marriage Guidance Councils which are to be found up and down the 
country. These function in three principal ways. First, by education, 
they attempt to advise in choice of a partner and in the avoidance of the 
pitfalls of family life. This instruction is given by public lectures and 
also by private counsel to the betrothed and to married couples. Second, 
the Councils undertake remedial work in marriage difficulties, whether 
physical, psychological, social, spiritual or legal. Their service is essen- 
tially a diagnostic one and is provided by a team of experts. Third, the 
Council encourages all measures of social amelioration, and works for 
the removal of the economic and other handicaps which parenthood 
involves at the present time. 

Promotion and maintenance of family happiness and security are 
obligations under the modern interpretation of public health. The integrity 
of our society depends upon them. Let us not fail in the obvious task. 
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HOW TUBERCULOSIS 
CLAIMS ITS VICTIMS 


By E. G. Srra Lumspen, M.A., M.D.. 
M.R.C.P., M.R.C.S., Consultant Tuber. 
culosis Physician, Southend-on-Sea Area. 


Every case of tuberculosis arises from another case, for tuberculosis is 
an infectious disease caused by minute organisms living as parasites in 
the patient’s body, which can spread from one person to another in the 
sputum or other discharges, and also from cow to man in milk. 

The mode of infection in the human being is most commonly by the 
inhalation of droplets of moisture sprayed out by a tuberculous patient 
when talking, laughing or coughing. Tubercle bacilli in these droplets 
will settle in a segment of the lung and may subsequently give rise to 
tuberculosis of the lungs or of distant parts of the body. Infection may, 
however, also occur through any part of the alimentary tract and especi- 
ally via the tonsils and small gut, from kissing or by eating or drinking 
infected food or using contaminated utensils. When a patient with an 
ulcerated lesion of the respiratory tract, that is, an ‘ open’ case of tuber- 
culosis, coughs or sneezes he may eject a fine spray of tubercle bacilli for 
several feet in front of him, and many will remain suspended in the air 
in their tiny balloons of moisture for several minutes before settling to 
the ground. It is almost inevitable that anyone in the same room will 
breathe some of the germs deep into his lungs. Bacilli falling to the 
ground may be picked up by a crawler or toddler playing on the floor 
and transferred from hand or toy to mouth, or the child may inhale, from 
the carpet, dust containing virulent bacilli which have lain there for days. 
Anything the patient touches with his mouth or hands is likely to become 
infective, in particular crockery, cutlery, handkerchiefs and towels and 
the mere act of making his bed may discharge a cloud of tubercle bacilli 
into the air. It must also not be forgotten that the discharges from tuber- 
culosis of the bowel or kidneys, or a sinus of the skin, may be highly 
infectious. 

Tuberculosis of the alimentary tract, including inflammation of glands 
in the neck and abdomen, results only too frequently from drinking raw 
milk. In England bovine tubercle bacilli still account for about 2% of 
lung phthisis and 20% of bone and joint tuberculosis in man, although 
milk can be rendered perfectly safe by efficient heat-treatment (pasteurisa- 
tion) without significant loss of nutritive value. Unless pasteurised or 
coming from tuberculin-negative herds, milk in this country should never 


be drunk by young children without being first boiled, for 40% of our 
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cows have been infected and 1 in every 200 excretes tubercle bacilli in its 
milk, from disease of the udder. Owing to the method of bulking, the 
milk from only one infectious cow can contaminate the whole supply to 
a large area. 

Whether tuberculosis actually develops in a person who ingests or 
inhales tubercle bacilli depends upon several factors. Particularly impor- 
tant are the size of the infecting dose, and to some extent the frequency 
of exposure ; the inborn or natural resistance of the subject (which varies 
with age, sex, family and race) ; and the individual’s acquired resistance, 
depending upon whether a previous infection has been successfully over- 
come. Resistance at any given time will also depend upon the general 
physical condition and presence or absence of any other debilitating illness, 
the state of nutrition and the amount of strain undergone both at home 
and at work. Important though all these factors undoubtedly are, the 
plain fact is that tuberculosis can develop only if infection with the specific 
tubercle bacilli has first occurred. 

The moral of this is clear. We must by all means in our power 
endeavour to prevent ourselves and our children becoming infected, by 
avoiding contact with any known or suspected source of infection and by 
maintaining a high standard of personal hygiene. Equally, if we know 
ourselves to be suffering from an infectious form of tubercle, we are duty 
bound to take every precaution against the spread of the germs to others. 
In this disease more than in most, an ounce of prevention is worth a ton 
of cure ; but there are difficulties. A tuberculous patient cannot be 
compelled to undergo isolation or treatment, and unfortunately neither 
chest physician nor health visitor is free to warn neighbours and others 
outside the family circle of the danger of contact with the patient, because 
to do so would reveal the nature of his illness and entail a breach of 
professional secrecy. The wise person, however, suspecting that he or 
his children are in contact with a case of infection, will take to heart the 
old maxim that it is better to be safe than sorry, and adopt the simple 
precautions necessary to keep away the tubercle germs. 


The Danger to Children 


The closer the contact the greater the risk, particularly if the infectious 
patient’s standards of hygiene and living conditions are bad. An open 
case of pulmonary tuberculosis in the home constitutes a grave danger to 
any persons under the age of 30 living in contact with him, and especially 
to those who have not yet undergone their primary infection and are still 
tuberculin-negative. The most serious risk is to children under five. 
Examination of the contacts of young children with severe forms of 
tuberculosis, such as acute miliary disease and meningitis, reveals in eight 
cases out of ten the presence of a previously unsuspected case of tubercle 
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in the same house. In the ninth case there is either a known patient in the 
house, or a relative or friend suffering from phthisis with whom the 
child has recently been in contact. In only one case in ten at this age 
is the infective agent not discovered when a thorough search is made. 
The infector of the young child is-usually one of the parents, but not 
infrequently a grandfather. Less commonly it is an elder brother or 
sister, an uncle or aunt, the lodger, a patient in the neighbouring flat, 
or a man in the house next door. Sometimes a careful history will reveal 
that during the previous two or three months the child had been taken 
to see a sick relative or friend, known or suspected to be suffering from 
tuberculosis, with the intention of cheering up the invalid. Even a short 


exposure may lead to severe infection, as can be seen from some of the 
following case-histories. 


1. A brother and sister, aged four and five, developed severe tubercle of the 
lungs necessitating for each a stay in hospital of more than a year. The mother, 
father and an aunt living in the house were found to be healthy, and the family 
history was clear of phthisis. Other contacts were denied, but the health visitor 
discovered that a young Irishman had been lodging in the house for ten weeks, 
and examination showed him to be suffering from advanced tuberculosis of the 
lungs. 

2. A girl of five was taken for an afternoon visit to friends, one of whom had 
recently come under observation for a “ doubtful spot on the lung”. Six weeks 
later the child developed painful red lumps on the shins (erythema nodosum) 
and a cough, and was found to be suffering from primary lung tuberculosis. 

3. A mother took her child of four to stay for a week-end with a friend of 
hers suffering from pulmonary tuberculosis. They stayed from Saturday mid- 
day till Sunday afternoon. Three months later the boy was dead from meningitis. 

4. A soldier under treatment at a sanatorium was temporarily discharged for 
three months’ leave, and came to stay with a relative. Instead of resting quictly 
and taking short regular walks as instructed, he would play with the children 
in the street and invite them into the house. Two of them developed severe 
forms of tuberculosis. 

5. A boy of three was admitted to one of my beds from London with inflamed 
glands of the chest. The family history was that one brother and a sister had 
died of meningitis, one sister had had inflamed abdominal glands, and one had 
died of broncho-pneumonia. The father, who had “chronic bronchitis” and 
was believed to have infected the whole family, had repeatedly refused examina- 
tion or to take any precautions, 

6. A woman, just discovered to have tuberculosis, was put to bed at home 
while awaiting admission to hospital. She denied having any sputum. Her 
son aged two had not been infected and the mother was strongly urged to send 
him to relatives or allow him to be boarded out under the local authority’s scheme, 
at least until she was admitted to hospital. It was hoped after adequate isola- 
tion to vaccinate the boy against tuberculosis with B.C.G. The mother repeatedly 
refused to let him leave the house but promised that he should never enter her 
room. She was warned that if the child wandered into her room he might dic. 
One day the health visitor found him playing on the floor by the mother’s bed. 
He had to be taken away after all, for a month later he had developed acute 
tuberculosis of the Jungs. 
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HOW TUBERCULOSIS CLAIMS ITS VICTIMS 


Thus may the misguided sentimentality and selfishness ot a parent do 
grave harm to her child. Undoubtedly ignorance, stupidity and contempt 
for expert advice are the handmaidens of the tubercle bacillus. 


One Case Led to Ten More 


7. Mrs. Jones, a middle-aged woman, became very ill with phthisis. She 
refused to leave home or have any kind of treatment, Her four children were 
well when examined at that time. She was careless in her habits and within a 
year her son James had developed tuberculosis and underwent treatment in 
hospital. Ten months later George Smith, aged two, son of Mrs. Jones’s daughter 
Amy, died of tuberculous meningitis, and Amy was discovered to have an early 
lung lesion. Meanwhile James had defaulted from treatment and his girl-friend 
Jill was taken into hospital a few months later with wet pleurisy. Mrs. Jones’s 
other daughter, Mabel, who had remained under supervision while living with 
friends, used frequently to visit her mother against the doctor’s advice. Mabel 
eventually broke down, and not long afterwards her fiancé, Dick, was notified 
by the army as suffering from tuberculosis. The only bright spot in this sad 
story is that Mrs. Jones agreed when she became ill|that her youngest child, Alf, 
should be taken care of in a residential school. He had just been infected, but 
successfully overcame his primary infection and remains very well to-day. 


There is, however, an epilogue. When called the other day to see a 
young woman, Agnes Brown, who was spitting up blood and tubercle 
bacilli, I found that until recently Mabel had been living with her. Of 
Mrs. Brown’s six children, five had been infected and one was in need 
of hospital treatment. In addition to these cases two brothers, Peter and 
Paul, had during this time developed erythema nodosum. Though never 
able definitely to establish the source of their infection, I feel that they 
were probably infected by the Jones family, of whom their parents were 
friends. Thus ten new cases of tuberculosis were traced who had had 
direct or indirect contact with the original case. 


Mrs. Jones (died) >Peter 
7 \ Paul 
| 
Amy Smith Mabel James (Alf) i 
| 
—_ Dick Agnes Brown _ Jill 
(died) | 
Gerald 


Undetected Cases 


In many instances of childhood infection the infector is a previously 
unknown case, and all too frequently tuberculosis in a parent is first 
discovered through the illness of his child. In my experience the patient 
who knows he has tubercle is much less dangerous than the unsuspecting 
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case, justifying the careful instruction in personal hygiene given every 
new patient by chest physician and health visitor. This is one reason 
why it has been found actually safer for a young woman to nurse in a 
chest hospital or sanatorium than in the general wards. The sanatorium 
patients are known to have tuberculosis and appropriate safeguards are 
therefore taken. The wards are light and airy and working conditions 
usually good. No tuberculin-negative nurse should be allowed to work 
in the tuberculosis wards, and the nurses’ health should be, and usually 
is, carefully watched by frequent medical examination and X-ray. The 
tuberculin-negative nurse is now generally offered vaccination with B,C.G. 
The danger in the general wards is that an undiagnosed case of tuber- 
culosis may be admitted, and even discharged still undetected. There are 
also many persons walking about with undiagnosed phthisis who constitute 
a grave danger to the community. The more chronic among them form 
a constant reservoir of infection, maintaining the disease in an endemic 
state throughout the country with here and there small, localised epidemics 
in homes, schools and factories. 

Four in every one thousand persons examined by mass radiography are 
suffering from active tuberculosis. Until detected by the X-ray most 
of these persons were spreading infection among relatives and friends, 
casual acquaintances at work and play, and fellow-passengers in public 
transport, The suffering, hardship and economic damage they unwit- 
tingly cause is beyond calculation. If the undetected cases are added to 
those chronic ambulant patients already known to the chest clinics, there 
must be at least 150,000 infectious persons in the streets and meeting- 
places of Great Britain. In our homes are many more who should be 
in hospital, and would be if there were the beds available and the nurses 
to staff them. 


What Precautions Can We Take ? 


How can the infectious patient weave around himself an invisible 
barrier against the spread of infection to others ? I believe this can be 
achieved by simple, common-sense methods taught by that most impor- 
tant member of the anti-tuberculosis team, the health visitor. Her proper 
function is to arrange effective isolation of the patient in his own home, 
and to instruct him and his family in the principles of personal and 
communal hygiene. She must arrange that the patient has a bed, and if 
possible a room, to himself. How difficult this may be is instanced by 
the housing conditions in a city like Glasgow, where more than half the 
families live in one or two rooms. In 1949, of patients with tubercle, 
half shared their beds with others ; of the remainder one-third had to 
share their bed-room. If by re-arrangement of the available accommoda- 
tion the patient cannot have a room to himself, one or more persons may 
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have to find lodging elsewhere, or when ground is available an open-air 
shelter can be erected. The patient needs a constant change of cool fresh 
air, both to stimulate his circulatory tone and increase appetite, and to 
minimise danger of infection from a stagnant and germ-laden atmosphere. 
He must learn to suppress his cough, for it damages his lungs and fills 
the air with menace. The mouth must be covered with a handkerchief 
and sputum expectorated into a pot containing disinfectant. When out 
he must carry a sputum flask, and use it rather than the pavement or 
gutter. Most people would consider spitting at random a filthy habit, 
but the curious attitude of the general public to sputum disposal is illus- 
trated by the tale of a famous physician who could always assure himself 
of an empty compartment in a crowded train by taking out and using a 
sputum flask ! 

The patient’s handkerchiefs and under-clothes should be steeped in 
disinfectant before washing. He must have his own crockery and cutlery, 
towels and sheets, which should be kept and washed separately from those 
of the family. While still infectious he should not kiss, or even touch 
or talk to, his or any other children. 

His close contacts should be examined and X-rayed, and those under 
25 tuberculin-tested to discover if they have ever undergone an infection, 
which if successfully overcome should have provided a degree of immunity 
to further infection. Those who have never been infected should at 
once be removed from contact, and when the incubation period of 6 
weeks has elapsed without the appearance of infection, they should be 
vaccinated with B.C.G. In this way casual infection through the lungs 
by an unknown number of virulent bacilli is replaced by deliberate injec- 
tion into a tiny area of the skin of a known quantity of harmless germs. 
It would be wise, though admittedly a somewhat utopian ideal, to remove 
from the house any young person, whether tuberculin-negative or not, 
so long as an open case remained there. 

How can the contact, or member of the general public, protect him- 
self ? By avoiding unnecessarily close contact with known infection, by 
washing the hands frequently and always before meals, by insisting on 
cleanliness in public eating-places. Also by taking care of his general 
health and maintaining resistance at the highest level by means of an 
adequate and varied diet, regular meals, abundant fresh air and exercise, 
a proper balance between work and play, and continual striving for better 
housing conditions for himself and others. 

Florence Nightingale taught that the secrets of national health lie in 
the homes of the people. It is in the power of all of us, by using every 
means of stopping the spread of tuberculosis, to render invalid King 
Edward VII’s famous criticism “‘ If preventable why not prevented ? ” 
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14. FROM VESALIUS 
TO FABRICIUS 


By E. AsHwortH Unperwoop, M.A., 
B.Sc., M.D., D.P.H., F.L.S., Director, 
The Wellcome Historical Medical 
Museum ; Hon. Lecturer, University 
of London. 


Wuen Vesalius resigned his chair at Padua shortly after the publication 
of his Fabrica corporis humani in 1543, he was succeeded by Realdus 
Columbus (?1516-1559). Columbus had been a pupil and assistant of 
Vesalius, and he had of course learned a great deal from the master. 
There is little doubt that Columbus was rather an ungrateful fellow, 
and not entirely sympathetic to the great work which Vesalius had 
crowded into so few years. At the back of his mind he seemed some- 
times to have the feeling that Vesalius might return to teach at Padua. 
His fears were probably justified, since it is said that when Vesalius died 
at Zante on his return from his pilgrimage, he was on his way to take up 
a professorial post at Padua. 

Columbus was a sound anatomist, and his book On anatomical matters 
(De re anatomica, 1559) contains a number of new observations. His 
descriptions of the pleura and the peritoneum are valuable, and he 
located the lens of the eye in its proper place towards the front of that 
organ, and not in the centre of the eyeball as had always been done. 
The title page of this work is modelled on that of the Fabrica and shows 
Columbus demonstrating to a number of students. More important than 
any of these observations is that which Columbus made of the passage 
of the blood from the lung into the left side of the heart. This was an 
important advance, and we shall hear more about Columbus in connec- 
tion with the circulation of the blood. 

Columbus was succeeded in the chair at Padua by another pupil of 
Vesalius, Gabriel Fallopius (1523-62). He seems to have been a fine 
man. He was certainly very loyal to his teacher, and in some ways he 
was more accurate in details. Fallopius died before he had reached his 
prime, and he did not publish much. His book of Observations however, 
which was published in 1561, contains excellent descriptions of the tubes 
which lead from the ovaries to the uterus, and which are named after 
him. He gave the first description of the semicircular canals of the ear, 
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Hieronymus Fabricius ab Aquapendente (1537-1619). 


(Anonymous seventeenth century line engraving after the picture in the 
Anatomical Institute at Padua, Print in the Wellcome Historical Medical 
Museum.) 
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and of the spaces in the sphenoid (one of the bones of the skull) ; and he 
also did good work on the cranial nerves. 

One would be tempted to think that anatomy existed only at Padua. 
While this was to some extent true—in the new sense of the word 
‘anatomy ’"—good work was being done by Bartolomeus Eustachius 
(1520-74), who was a professor at the Papal College in Rome. Eustachius 
described the tube which leads from the pharynx to the middle ear, and 
which bears his name. It had been described about 500 B.c., but had 
been forgotten. Eustachius did not publish much during his life-time, 
but when he died he had completed the drawings of a large number of 
dissections. He had also prepared the copper-plates of these drawings. 
The plates were first published a hundred and forty years after his death. 
The finest plate is of the sympathetic nervous system, and is in itself a 
worthy monument to his name. 

It is inevitable that we should return to Padua, for we must now look 
for a moment at the work of a man who was to have a great influence 
on British medicine, Hieronymus Fabricius of Aquapendente—so called 
because he was born in that small town in 1537. He was taught anatomy 
by Fallopius at Padua, and when Fallopius died, Fabricius—then only 
twenty-five years of age—succeeded him in the chair. For forty-two 
years he taught anatomy there, as no teacher except Vesalius had ever 
done, and in 1604 he gave up the chair to devote himself to research. 
Fabricius lived for a further fifteen years. Those who have seen the 
anatomical theatre at Padua University, which was built to conform to the 
ideas of Fabricius, will have some understanding of the man. The body 
of the subject was brought up on a table from below the theatre. Stand- 
ing there to-day, as Fabricius stood three hundred and fifty years ago, 
one seems to be at the bottom of a deep pit, the walls of which are formed 
by tier on tier of galleries. The whole fabric occupies an incredibly 
small area, and accommodated a very large number of spectators. This 
theatre is still one of the treasures of Padua. 

Fabricius wrote on several branches of medicine, but there are two 
which concern us especially. His books on the development of the chick 
are among the classics of embryology. His work On the little doors of 
the veins (De venarum osteolis, 1603) contained the first detailed study of 
the action of the valves in veins. When this work was being carried 
out and published William Harvey was a pupil of Fabricius at Padua. 
We shall see that Fabricius also finds a place in the history of the discovery 
of the circulation. 
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THE FUTURE OF 
HEALTH EDUCATION 


By Guy W. Srevart, M.A., M.Ed., 
Psychologist, Institute of Family and 
Community Health, Durban, South 
Africa. 


Waite the medical and teaching professions have, till now, taken the 
main responsibility for health education, there is no field that retains 
a prerogative. All those whose vocations are directed towards the pro- 
tection, maintenance and advancement of human welfare are in some 
way or another concerned with the subject, no matter to what degree 
they may be aware of the fact. Like any other significant body of know- 
ledge, it must continue to draw sustenance from a rich diversity of 
sources. At the same time, however, there has emerged, notably in the 
United States, a particular professional group of health educators. This 
development creates a special need for an articulate and virile expression 
of the nature, objectives and future both of the profession and of its 
sphere interest. 

Health education is growing up in a world characterised by fluid and 
dynamic change, by vitality and flexibility of thought and by intellectual 
achievement of a high order, all of which place heavy and unremitting 
demands on human inventiveness and creativeness. To hold its own, 
and to find-its rightful place, health education will have to develop its 
own dynamic philosophy. Without this, it stands in grave danger of 
being doomed to a stunted, unproductive future from which its recovery 
might be not only long and arduous, but perhaps impossible within the 
foreseeable future. It must now, at the beginning of its independent 
life, develop the strength and wisdom to save itself from what one might 
call an institutionalised sterility such as characterises, for example, the 
teaching profession in so many countries of the Western world. 


Concepts and Objectives 


What concepts and objectives then, are likely to preserve the future of 
health education so that it may make its optimal contribution to human 
happiness and productivity ? 

Perhaps the fundamental principle in this respect is the deceptively 
simple one that health education is concerned essentially with the modi- 
fication of human thought, feeling and behaviour. It is not centrally 
concerned, for example, with the nature of diet, nor with those physio- 
logical responses of the human organism that are expressed in the nutri- 
tional state of the individual ; nor is it centrally concerned with the 
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psychology of the individual normal or neurotic child. . But it is directly 
and centrally concerned with those broader trends in human motives 
and behaviour that produce these states of health and ill-health. 

This is, of course, a matter not of exclusion but of emphasis. To 
pursue the first example, the nutritional value of foods takes a secondary 
place to the concern for those dietary habits that lead to the acceptance 
or rejection of certain foods. To whatever degree these habits, which 
may significantly affect health, are modifiable through education, to that 
degree is the health educator concerned. Again, with the psychology 
of the normal and neurotic child, the primary consideration of health 
education is with those aspects of child-rearing tradition, with its range 
of variation, that contribute to such psychological states of the child in 
a particular cultural context. 

Unless, however, the health educator sees human motives and behaviour 
as a thread in the seamless fabric of a total way of life, or culture, both 
his assessment of, and his attempts to modify, that behaviour are liable 
to be fragmented, partial and in practice ineffective. In short, he must 
be able not only to appreciate, but to canalise into practical channels of 
health education, the dynamics of those socio-cultural relationships that 
are the living context of habits, attitudes, interests and motives of human 
beings. This is certainly not to say that culture is the sole determinant 
of behaviour, thought and feeling, but it is precisely these experiential 
forces of which the health educator becomes a part and which he aims 
- to influence and modify by his intervention. 

It is this psychological and social view of his vocation that is essential 
if health education is to be based on an approach to health, not as a 
separate category but as an integral part of everyday life. 


Health Education at the Cross Roads 


Both medicine and general education, fields of obvious and peculiar 
relevance to health education, are at present recovering from the maladies 
that are heir to schismatic and elementarist forms of thought. The latter 
gave rise in medicine to an implicit acceptance that each state of health 
and disease was dissociated from the state of the whole individual and 
his place in family and community ; in education, to the formalism that 
was an expression of the sharp division between school and society. 
Health education stands virtually at the cross-roads. The most vital and 
productive trends in medicine and in general education today are appear- 
ing at the same time as the emergence of health education as an indepen- 
dent study. Indeed, the very demand for health education is itself, to a great 
extent, an expression of these trends. At this significant stage in its 
history, health education must move in harmony with these new ideas 
or face a lengthy period of monotonous trundling along well-worn and 
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erosive pathways. If the latter happens, even the bright plans and brighter 
enthusiasms of its present protagonists will soon become tarnished. 


The Real Task 


The fundamental task of health education is thus very far from being 
the art of simplifying medical knowledge in palatable capsules for mass 
consumption, It is concerned with behaviour which is governed by 
motives of different kinds and at different levels of awareness. Not only 
must health education harness itself to those motives consisting of the 
directed energies of needs felt by the people themselves, but it must aim, 
too, to stimulate to a conscious level those needs which are not felt. It 
is the emergence of these new felt needs that produces the motivating 
force behind change. In short, the health educator must stimulate and 
utilise forces which, intrinsic to the daily lives of the people, will produce 
self-activating prophylactic and promotive processes that do not depend 
on his constant presence and assistance. It is apparent that optimal 
success will depend not on a negative and hypochondriacal pattern of 
awareness of causes of disease and of mechanistic defences against it. It 
will depend primarily on the fact that the most vigorous and vital forces 
for health will be those with positive goals. Thus the health educator’s 
working concept of health cannot be in terms merely of absence of 
disease. He must see health as that state where harmony between 
culture and the needs of the individual yields the highest possible human 
happiness and productivity. 

Such an approach, too, should act as an inoculation against the very 
real danger that health education will develop into a narrowed study 
and practice not only as a whole, but, following the pattern of various 
fields of medicine, in respect to specialties within health education itself. 


Biological Lines of Cleavage 


Health education which is based on the needs and motives of people 
throws up problems which differentiate themselves along what might be 
called natural lines of cleavage. There will, for example, be significant 
differences in the modes of management of mothers and young infants 
as compared with adolescent boys, of families as compared with occupa- 
tional groups. Educational achievements will, in this respect, be of 
significance where the health of the whole individual is realising a benefit. 
The great danger in the subject-matter specialty (such as nutrition, mental 
health, communicable disease), as compared with socio-biological (such as 
mothers and babies, pre-school children, families) is that of failure to see 
the behaviour related to the particular subject-matter as an intrinsic part 
of the total behaviour of the individual in his society. 

A vital factor in the health of babies, for example, is the nature of 
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breast-feeding traditions and practices. Education directed towards this 
aspect must be fully appreciative of the inextricable relations of emotional 
and nutritional needs in breast-feeding. The relations of mothers to 
their babies are, in this respect, scarcely best dealt with by separate educa- 
tional specialists in nutrition and in mental health. 

Again, it is necessary to make it quite clear that this is a matter of 
emphasis, not exclusion. The subject-matter specialty has a place, but 
it is pregnant with the dangers which may neutralise and eventually 
destroy the vitality of health education. Specialisation within health 
education should be orientated to particular study of aspects of its primary 
interest, the behaviour of the whole individual in his society. 


Training the Health Educator 


A matter of considerable importance arising from this discussion is 
that of training in health education. It is apparent that our concepts of 
what is a basic subject will have to be in the direction of studies in 
psychology, social anthropology and education. It is within the frame- 
work of these studies that the psycho-physiological reactions resulting 
in individual states of health and disease should find a place. The psycho- 
logy of learning, in the widest sense of the term ; the educational process 
undergone informally as well as formally by the individual as he develops 
from birth to old age ; the nature of the individual-society relationship ; 
the relations between health and disease on the one hand, and the way 
of life or culture of the community on the other—these should be the 
major aspects of study. 

The main virtue of a course with this bias is that it would have a 
considerable influence in producing the health educator with a relatively 
independent and distinctive role in the community. It is most undesir- 
able that health education should be the lackey of medicine in its present 
general form. It is true that medicine will continue to make vital con- 
tributions to health education, but it is to be hoped that health education, 
too, will make contributions not only to medicine but to educational and 
social studies and services in general. 

Health education has, then, a task of no mean order in its growth to 
vital and productive service. Should it fail in the respects outlined here, 
it will have a precarious and uncertain future,’ perhaps relapsing into a 
state of chronic invalidism and drawing to itself only the mediocre interest 
of mediocre students. Should it succeed, however, it will achieve vigor- 
ous and fertile life, drawing to itself those creative intellects on whom 
all progress in the last resort depends. 


[I wish to thank the Secretary for Health for permission to offer this article for 
publication.) 
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WHY DO SOME PARENTS 
OBJECT TO DIPHTHERIA 
IMMUNISATION? 


By J. L. Bury, M.D., D.Hy., D.P.H.., 
Medical Officer of Health, Salford. 


One of the few sure facts in this uncertain world is the value of immunisa- 
tion against the dangerous disease of diphtheria. So convinced are the 
public following the concentrated educational campaign of the last ten 
years, that it is commonplace for areas to report that well over go per 
cent. of children in the age group 5-15 years have received inoculations 
against diphtheria. If adequate staffs were available, no doubt these 
figures could be improved still further. 

But in almost every area a hard core of unco-operative parents remains, 
and we must continue to try to discover why. Following precedents set 
elsewhere, a thorough investigation was made, over a period of five years. 
into the reasons that prompted the parents of 408 children to object to 
immunisation. (The results of our investigation are given below in 
tabular form.) All these parents had been visited by the health visitors, 
in some cases as many as twelve times ; all had been subjected to a barrage 
of national and local publicity, including personal letters from the Medi- 
cal Officer of Health. In other words, all our strategems to get the 
children immunised had failed against the hard core. 

It is difficult to get at the truth of such parental objections. Many 
reasons, perhaps of a superficial nature, had been given to the health 
visitor as excuses for not having the child immunised. So as all the 
resources at the command of the health visiting staff had proved fruitless, 
a male investigator (Mr. R. Cooke, Sanitary Inspector’s staff) was chosen 
to make a fresh approach. 

Some of the parents were evidently annoyed at our persistence, for 
we had not been lacking in zeal in pursuing them on previous occasions. 
Some showed an aggressive attitude perhaps born of suspicion of inter- 
ference with the privileges of parents. When it was explained that we 
were going to respect, absolutely, parental privileges, the aggressiveness 
generally disappeared, and after the mellowing effect of skilled talking we 
were able to discover what we believe to be the true reason. 

This investigation was well worth while, because it focused attention 
on some of the difficulties with which we must contend. In 24 per cent. 
of the 408 cases studied, both parents were working, and despite repeated 
visits the staff of the child welfare department had been unable to con- 
tact either of them effectively at the clinic or in the home. 
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Parents’ Reasons 


A curious belief which was uncovered was that vaccination was thought 
to be an effective protection against diphtheria. In Salford high vaccina- 
tion rates have been regularly secured. Before the National Health Ser- 
vice Act it was common for over 70 per cent. of the children to be vac- 
cinated during their first year of life. This figure dropped to 4o per cent. 
recently, but it is now on the increase. It was thought by parents that 
vaccination warded off all sorts of diseases and (to quote one case), if 
the child did fall ill later on, belief in preventive procedures was weakened. 
One woman said “ I did believe in vaccination, but the child got whoop- 
ing cough three months after so it can’t be any good”. The influence 
of grannies nowadays seems on the whole to be good, in contrast to the 
position a generation ago. But, in these hard core cases, some of the 
grannies did not like the new-fangled ideas, for “it was never done in 
my day”’. Some parents with healthy children and a fortunate family 
history believed that all that is needed is good parental care. Com- 
placency verges on arrogance, and it was more than once stated that 
immunisation might be all right for those who were weakly or not pro- 
perly cared for, but it was not for “‘ our children,”. 

Every public health worker knows that some mothers will too readily 
say “‘ His father doesn’t agree with immunisation ” and, knowing that 
usually the health visitor cannot approach the fathers directly for cor- 
roboration, they hope to get away with it. But a new factor has come 
to light: many men have had numerous inoculations during the last war 
and perhaps suffered severely from them. And it may be that, after 
having been ill in the Burma jungle or the African desert, they think 
that inoculations did not do any good. Some men who are feeling in 
poor health after the war blame these inoculations. 

Many parents regard their children as too young ; many want to put 
off the day for immunisation until the children go to school. 

Lack of time and opportunity were not accepted as reasons, because 
arrangements could be made to have the child immunised at home. 


Here are some of the actual statements made by parents :— 


“TI simply don’t believe in it”. 

“Td have it done if it were compulsory ” 

“ My husband’s experiences of inoculations in the Army have put him dead 
against it’ 

“a child who is well and healthy can fight diphtheria without immunisation’ 

‘Oh, he’s too young yet ; I won’t mind when he goes to school” 

“If a child has got to have a thing it will have it” 

“TI object to any foreign matter being put in the body” 

“Mother never had it so why should it make any difference to them”. 

‘If a guarantee is given that a child will not have diphtheria after immunisa- 
uon, I will agree” 
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“What with teething troubles etc., I think he’s got enough without 
immunisation 

“ He’s too young ; when he goes to school, he'll be tougher ; it'll be all right 
then”. 

“We were never immunised, and we never got anything ”. 

“It doesn’t make any difference ; if they get it, they get it”. 

“T believe in vaccination but not in these new-fangled ideas like immunisation ”. 

“T’ve had four children, and my mother had eight children; none of them 
were ever vaccinated nor immunised ; what they'll have, they'll have”. 

“Her sister has ailed ever since she was immunised, so we're not having any 
more done”. 

“Our older boy was immunised and he died through it”. 

“My boy is always ailing and chesty and I’m frightened of anything making 
him worse”. 

“My nephew had diphtheria after being immunised ”. 

“The child was ill after the first injection, and I’m having no more”. 

“TI object to foreign matter being put in the body, and I objected to all 
inoculations in the Army”. 

“Tf the children are well and healthy and properly cared for it’s better than 
any immunisation”. 

“T don’t believe in immunisation—I believe in nature and parental care”’. 

‘* My experiences of inoculations in the Army have turned me against immuni- 
sation or anything like it”. 

“T’ve three children—none immunised, and all healthy, so I don’t see why 
they should be done”. 

““My husband objects to any further troubles whilst the boy is so young”. 

“My children are far healthier than the children that have been immunised”. 

“I’m against anything done at the clinic ; if the child is to be immunised, 
our own doctor will see to it”. 

“It’s foolish to add to a child’s troubles when he’s so young ; it will be all 
right when he goes to school”. 

“ Our parents had big families and never any diphtheria—I don’t believe in it”. 

“IT know of somebody who lost their arm through immunisation ; no thank 
you, not for me”. 
““She’s been vaccinated and that’s all that’s necessary”. 
won't have them messed about—if they're looked after they don’t need it”. 
“Our mothers never had immunisation in their day, and we're all right”. 
“Two of my children developed illnesses after immunisation ”. 
“To have the child vaccinated or immunised implies lack of faith in God”. 
“Her sister was seriously ill after immunisation—I won't take the chance”. 


What have we Learnt? 


Our survey has brought to light the limited mental outlook of these 
parents, and their lack of knowledge, courage and decision. Many 
wanted to leave a decision until school age or some other time. In 
several cases many reasons were given. Upon investigation the vast 
majority of excuses proved unsubstantial. Whenever a parent blamed 
some immunisation accident the matter was followed up, even if it meant 
making enquiries of other Local Authorities, in Eire or elsewhere. This 
detective work revealed a number of hair-raising stories to be fabrications. 


72 


a 
$s 


WHY DO SOME PARENTS OBJECT TO DIPHTHERIA IMMUNISATION ? 


It is clearly apparent that our efforts at health education are altogether 
inadequate to cope with the job to be done. The children in our schools 
—the parents of the future—should have better biology teaching includ- 
ing, among many other things, an outline of the facts, as far as they are 
known, of the body’s response to immunisation ; every child should leave 
school with some knowledge of antigens and antibodies, and a host of 
other interesting and important things. Then when they become parents 
they will be able to take a more informed view of many medical pro- 
cedures, including immunisation against disease. 

Amongst other advantages of an intensive survey was the value of a 
‘multiple approach’ technique. That is, if Nurse A. failed to get con- 
sent, Nurse B. took the case over and might succeed, just as Nurse A. 
sometimes succeeded, for no obvious reason, where Nurse B. had failed. 
If both failed, a letter, or a visit by a medical officer, sanitary inspector 
or other member of the Public Health Service staff might be successful. 
We have found that a lapse of time, in itself, might soften resistance. 
No case of parents refusing to have a child immunised should be written 
off as hopeless, and no refusal accepted as final. , 


ANALYsIs OF PARENTS’ OBJECTIONS 


No. of children concerned: 408 


No. % approx. 

Child considered “too aieeeedl (parents will not 

object at school age) .. 99 24 
Conscientious objectors : 

(a) Religious grounds I 

(b) Objection to putting foreign matter in the body 30 

(c) Belief in natural development and parental care 61 g2 22.3 
Father has anti-inoculation complex due to his 

Service experiences... 44 II 
Those (apart from above) we disbelieve in the 

efficacy of diphtheria immunisation 42 10.4 
Older sisters and brothers were ill after diphtheria 

immunisation a 33 8 
Parents now agreeable to diphtheria immunisation ... 29 7 
Relatives’ or neighbours’ children have been ill 

“after” diphtheria immunisation... 27 7 

Child too ill or too delicate to be immunised er 19 4-7 
Child ill after first injection... 14 3-4 
Mother admits that she objects only to the infliction of 

Parents object to “the clinic” ... : ied tee 2 5 
Absence of compulsion creates prejudice , 2 5 
Parents object to their present housing conditions 2 5 


Total 
73 
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LEARNING THROUGH 
THE EAR 


By Lynton Fiercuer, M.A. 


IN learning, the human mind is required to draw its own ultimate con- 
clusions from the interplay of several senses. Seeing is not always believ- 
ing, and our ears often deceive us. So it is dangerous to single out any 
one of the senses for examination. But we hear so much these days about 
‘visual aids’ that we might, with advantage, consider, for a change, 
‘ aural aids ’ or, as I prefer to say, sound.’ 

Perhaps the two most startling facts about sound in relation to teach- 
ing are firstly that its potentialities are greater than those of vision, and 
secondly 'that these potentialities are for the most part unrecognised. 

The first of these statements always appears rather startling until one 
compares the progress and mental stature of a man who has been blind 
from birth with one who has been born deaf. Blindness frequently sharpens 
the remaining faculties. Deafness often impairs them all.* Perpetual dark- 
ness is a'terrible infliction. Perpetual silence is to live and move in one 
world and have your being in another. 

If sound is so important, and if its potentialities are really greater than 
those of vision, why do we not exploit it >? Why, since broadcasting has 
shown that sound is a medium ‘in its own right’, do we still hear so 
much more of * visual aids’ than we do of ‘sound’ in teaching ? 

To answer these questions we have only to compare the scientific 
development of vision and sound during the past fifty years. The cinema 
was a popular form of amusement more than a quarter of a century 
before broadcasting was born. Projectors or * magic lanterns ’ as we used 


‘Aural aids’ are really ‘deaf aids’. ‘Visual aids’ have nothing to do with 
aiding vision. This impressive label denotes devices (film strip projectors, epidia- 
scopes etc.) which, because they enable you to see various aspects of something 
while it is being described, naturally help you to visualise it. 


“Nearly twenty years ago, when I was a young engineer with the B.B.C. at 
Savoy Hill, Sir Oliver Lodge brought a deaf mute to see me. He had no ear 
drums but by the construction of some special amplifying equipment, we con- 
trived to enable him to experience (through the bones of the skull) certain vibrations 
corresponding to a sound source. After some patient experiment we succeeded 
in making him conscious of rhythm for the first time. He displayed the first 
emotions approaching animation which had been observable since birth. Without 


sight he would have been greatly handicapped. Without sound he was only half 
alive. 
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to call them, for which you could make your own slides, were used to 
illustrate lectures long before Edison discovered the phonograph. Although 
you could make your own records with the phonograph, it was not 
regarded as being of the slightest use for educational purposes. 

When the modern gramophone became a popular entertainment 
feature in the home, it might have been supposed that its educational 
value would have ensured its place somewhere in the school curriculum. 
That it did not was largely due to the fact that the gramophone could 
not make its own records and the Gramophone Companies were far too 
busy catering for the popular taste to bother about making records for 
schools. Not that schools would have used them if they had, for there is 
no closed shop so shut to outside influence as the British educational 
system. 

But surely when the ‘ talkies’ showed that the * spoken word ’ could 
be recorded on film, there should have been a rush to preserve for posterity 
some of the great speakers of our time ? Not a bit of it. The cinema 
had other fish to fry. Besides, as a nation we have a long standing pre- 
judice against the spoken word. When Shakespeare wants to make 
Othello appear as a man’s man, he has him say ‘“* Rude am I in my speech 
and little bless’d with the soft phrase of peace”. The House of Com- 
mons, which once completed a Latin tag for Pitt when he faltered, 
laughed so much at Marshall Hall’s eloquence that he had to give up. 
In more recent years Punch had a cartoon showing two men seated on 
a hotel terrace looking out upon a scene of great beauty. ‘Presently one 
of them says to the other ‘* That’s a bit of alright ” and receives the reply 
‘* Maybe, but there’s no need to be hysterical about it ” (or words to that 
effect). This reflects fairly accurately the general attitude of British 
people towards the spoken word during the last hundred years. It is 
happily an attitude which is now changing. 

Today the human voice is beginning to be recognised as the most 
important, though most neglected, of all personal assets. The voice is 
of course often a clue to personality, and sometimes an index of character. 
Perhaps more than any other personal attribute it can convey a lasting 
impression of the quality of the mind. There are few failures more 
pathetic than those which arise from ability which lacks a voice. From 
this cause there arise many cases of inferiority, frustration and bitterness. 


We see now that few accomplishments establish a man’s confidence 
and elevate him more rapidly in the esteem of his fellows than simple 
eloquence, whether in conversation or public speaking. We are begin- 
ning to see that it was by a sort of blitzkrieg rhetoric that Hitler swayed 
a nation to destruction, and that the inspired eloquence of Churchill, 
when not dealing with politics, could rally the confidence of the civilised 
world. In short there never was a time when the power of the human 
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voice played such a part, for better or worse, in the lives of individual 
men and women. 


The Teacher’s Voice 


And yet the full significance of all this in teaching is still underesti- 
mated. Teachers with pleasant personalities, impeccable testimonials and 
wide experience still inflict daily upon children that most terrifying and 
uncompromising of human weapons, the unmodulated voice. Teachers 
still tell me in accents which strike bleak misery even to my hardened 
soul, that “ for some reason they cannot fathom ” they can neither per- 
suade nor hold the attention of their pupils. Yet such people would 
never leave home without looking in a mirror to see if their personal 
appearance was agreeable. They spend sums of money, which they 
cannot afford, to acquire a diploma or a degree. They devote hard earned 
school holidays to going back to school themselves. They spend their 
leisure hours in endless discussion and become hoarse with enthusiasm 
at evening classes. They will do all and more than can be expected of any 
human being to acquire the humility and self-knowledge which should 
characterise a teacher. The only thing that never occurs to them is to 
spend the odd guinea in hearing themselves as others hear them. 

For today, of course, it is as easy as that. Anyone can have a recording 
—indistinguishable as to quality from the original voice—for no more 
than the'cost of a studio photograph. Why then are the recording studios 
of Great Britain not overflowing with teachers wanting to record their 
voices ? 

Some people tell me that there is a feeling that “‘ where ignorance is 
bliss ’tis folly to be wise”. But I cannot believe that any teacher worthy 
of the name would willingly be content to live in a fool’s paradise. 
Besides it is quite untrue that hearing your voice for the first time (though 
it zs true that people seldom recognise their own voices) is an agonising 
experience. It is only the Englishman’s natural hypocrisy (or good 
manners) which produces this reaction. The fact is that a recording, if 
anything, tends to flatter the human voice, though it is also true that it 
shows up every idiosyncrasy and affectation with a merciless clarity. 

Is it not almost incredible that this priceless gift, about which Burns 
waxed lyrical, should be virtually unused ? 

I would claim that it is no exaggeration to say that the advent of high 
quality ‘direct disc recording’ with its capacity for immediate play- 
back, places in the hands of the teaching profession an instrument as 
important to education as the discovery of Xrays was to medicine. 
Indeed more so. Because whereas Xrays only enabled the doctor to see 
what was wrong inside the patient, direct recording enables any teaching 
staff to discover at once the weak points in the whole intricate relation- 
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ship between teacher and pupil, question and answer, spoken word and 
received impression. 

The truth is of course that as in the case of Xrays, the first reaction 
against recording has been one of prejudice. I have myself on several 
occasions offered to place recording equipment, without charge, at the 
disposal of a school teaching staff in order to demonstrate its great value 
in teaching. On each occasion the offer has been declined on the grounds 
that the staff would certainly regard the innovation as a form of 
espionage." 

For the benefit of those readers who are not teachers, I should explain 
that one of the most serious problems confronting teachers (no matter 
what they are teaching) is to determine whether what they say (and the 
way they say it) conveys to a given group of children or students a fair 
impression of what is in the teacher’s mind. The reader will understand 
that in my opinion voices are to words what clothes are to people, but 
much more important. Behind the rough exterior there may beat a kindly 
heart, but the most inspired teacher might as well stay at home as come to 
school and be unintelligible. It is the teacher’s personality that turns the 
scale, and in teaching this means clear thinking combined with sympa- 
thetic delivery. The teacher’s success can be gauged only by the nature 
and spontaneity of the questions evoked, the answers given by the teacher, 
and the cumulative effect upon the class. Without the use of recording 
there are only two ways in which the effectiveness of any teacher’s methods 
can be gauged. One is by the ultimate progress of the pupil (sometimes 
referred to as ‘ the proof of the pudding’). The other is by third party 
observation. The first method is worthless (except negatively) as some 
children and most students can, and do, succeed in spite of their teachers. 
The use of ‘ unprejudiced ’ observers on the other hand is worse than 
useless. First, because it is impossible for an observer to be unprejudiced ; 
secondly, because no teacher can be natural in the presence of an observer ; 
and thirdly, because even after an observer has formed an opinion of a 
teacher’s methods, it is virtually impossible to bring home to the teacher 
the discrepancy between what was said and what was intended. 

A superficial examination of the potentialities of recording in this 
connection will show how completely it can overcome these obstacles. 

Suppose you are a teacher, or a lecturer, or a demonstrator. Your 
lectures are accepted without enthusiasm. You know there is something 
wrong. How can you tell what it is? Whom will you trust ? Could 
anything be more miraculously valuable to you in your dilemma than to be 
able to go home and have the entire scene re-enacted for you in detail ? 

It is interesting to recall that this was precisely the prejudice which was raised on 
all sides when Xrays were first discovered. People wrote to the newspapers com- 


plaining that the new discovery would put an end to individual privacy, and prove 
an unwarrantable interference with the liberty of the individual. 


77 


= 
* 
| 
| 
| 
ey, 
| 
Pe 
: 


HEALTH EDUCATION 


The laugh that did not come. The point that didn’t get over. 
The note of impatience in your own voice when you attempted to answer 
the question you didn’t understand ? Nothing could be more salutary or 
more convincing or more helpful than hearing it all yourself. The 
recording misses nothing. It catches and sets down with devastating 
accuracy every hesitation, every shade of voice, every chair creak. It 
re-creates as often as you like, in the privacy of your own study or home, 
the entire scene as it occurred in the classroom, from your opening 
remarks to the banging of the classroom door when the last child departs. 
Best of all you can have no reason to doubt or resent what, in the truest 
sense, is the evidence of your own senses. 

It has been pointed out quite reasonably that a teacher is bound to be 
self-conscious with a microphone in the classroom. It is of course useless 
suddenly to set a microphone down in front of a teacher and say ““ Now 
teach’. But there is no reason in the world why a group of teachers 
should not agree to have microphones in their classrooms over a period 
of days, or weeks, during some part of which it is understood that a 
recording will be made without the teachers being aware at what par- 
ticular hour of the day during that period, it is being made. No teacher 
need be consistently microphone conscious every day for a week, unless 
the instrument is staring him in the face, and there is no need for it 
to do this. 

I have dealt with this particular aspect of learning through the ear at 
length, because I think it is probably the most important and most 
neglected of all the uses of recorded sound. 


Potentialities of Sound 


Now I said earlier in this article that sound was a medium in its own 
right. By this I mean that to regard sound merely in terms of the com- 
mentary or dialogue associated with films is to misunderstand the whole 
subject. The development of the so called ‘feature programme’ in 
broadcasting, with its sounds from real life, is another example of what 
sound can do for human imagination. But this is only the fringe of an 
unexplored subject, and there is not space here to do more than hint at 
the possibilities. The power of sound is already wellknown to psycho- 
logists. Specially made records are used extensively in cases of shell 
shock, where the association between shock and noise can be reproduced 
and examined in this way. Other possibilities include the rehabilitation 
of the sense of children’s hearing in relation to danger-noises. 

Take road safety for example. Hundreds of children are killed or 
injured on the roads each year. So far as I know, no serious attempt 
has yet been made in teaching children to listen for danger as distinct 
from lJooking for it. It is true that there are occasionally notices exhorting 
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children to “ stop, look, and listen”, but although most children can be 
taught to look, not one in a thousand has any idea how to listen. Yet, 
as any blind man will tell you, it is only a matter of practice. Children 
are hurt in motor accidents through failing to hear a motor horn, and 
also through reacting too violently when they do hear it. Records of 
such sounds introduced into games like the now famous ‘kerb drill’ 
would obviously be of the greatest value. 

Here | should like to mention * stereoscopic sound’. It must be fifty 
years since Rayleigh showed that when sound waves from a given source 
are so treated that they impinge on one ear a split phase before striking 
the other, the brain is enabled to take a bearing upon and locate the sound 
source with almost as much accuracy as when a point is focussed by the 
eyes. This is a phenomenon which needs to be heard to be believed. 
The time may not be far off when the sound of an approaching car will 
register the car’s speed and position upon consciousness with at least 
as much effectiveness as is now possible through the visual sense. 

Neither have I said anything about the perhaps obvious value of records 
of famous people, great occasions, and the sounds of animals, birds, insects 
and so on. Nor is there space in a general article of this description to 
talk about ‘ noise ’ and its insidious effect upon the nervous system. (It 
is not uncommonly supposed that when human beings accustom them- 
selves to the habitual noises of their environment, they can ignore them. 
I think you can ignore the noise, but I do not think the noise ignores 
you, and I think that in the not far distant future, it will be found that 
the ailment commonly known as ‘ nervous breakdown’ is not infre- 
quently due to the encroachment of noise upon the nervous system.) 

There are, of course, many ways in which recording could help in the 
training of doctors. For example, the classical sounds of the heart and 
lungs in health and disease could be recorded and played back to medical 
students collectively. In the same way they could be taught to distinguish 
between the various sounds brought out by percussion in health and dis- 
ease. They could be taught, too, to note the signs of anxiety as displayed 
by a change in speech. There is little doubt that it is not yet sufficiently 
realised how easily, quickly and relatively cheaply recordings can be 
made for special purposes of this kind. 


Talking Exhibits 


No general survey of the potentialities of sound would be complete 
without a reference to ‘ talking exhibits’, Everyone knows the disadvan- 
tage of having to read a description and at the same time observe a model 
or a diagram. The working model, the diagram, the relief map 
and the diorama adapted to speak for themselves, overcome these difh- 
culties and add some advantages of their own. Trained voices can be 
used. A carefully rehearsed narration can be repeated ad lib. Different 
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voices can be used to represent different parts of a diagram. In brief, 
the technique which has made the broadcast talk such an important 
feature of broadcasting, can be applied to every kind of exhibition large 
or small. Such devices are being used in increasing numbers, At the 
British Food Fair a transparent replica of the human body described 
its functions with reference to pin points of light. At South Kensington 
Museum the uses of modern lighting were illustrated by a voice which 
spoke quietly from behind each light source in turn. At the Ideal Home 
Exhibition various objects in an illuminated room compared notes with 
each other in the quiet and unobtrusive tones of trained narrators. 

In dealing with a subject which, as I said at the beginning of this 
article, is practically unexploited in all its more significant aspects, one 
is liable to say either too much or too little. My object here has been 
to say enough to arouse the interest of readers in what I maintain is one 
of the most important and least recognised of all educational developments. 
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A COMPETITIVE APPROACH 
TO HEALTH EDUCATION 


By G. W. H. Townsenp, M.B., D.P.H., 
County Medical Officer of Health, 
Buckinghamshire. 


Ir has been the practice in Buckinghamshire, as in many other places, 
to use child welfare centres as focal points for general health education 
as well as instruction in child care and mothercraft. The usual methods 
of approach by speakers and demonstrations have been used, and it was 
obvious that much useful work was being done. Recent developments 
in education have laid emphasis on the emporeanes of active participa- 
tion by the pupil in most forms of education, and! it was felt that perhaps 
the traditional welfare centre methods were getting out-moded and 
benefit might be obtained by other methods of teaching. It was also 
considered that in a county such as Buckinghamshire, with its many 
small centres scattered throughout the county, there would be advan- 
tages in bringing the centres into contact with one another. This was 
achieved by encouraging competition among the hundred or so centres 
which serve the county. In fact, competitions on a small scale between 
the centres have been running for a number of years. 

In essence, then, this was the problem—to find a means to combine 
health education with the existing element of competition between indi- 
vidual welfare centres. Our attention had been drawn to the possibility 
of using the ‘ quiz’ or ‘ any questions ? ’ technique by the interest shown 
in health subjects at a ‘ brains trust’ held in connection with an exhibi- 
tion of local government activities staged in the county town a few 
years ago. Finally, after much cogitation among the members of the 
public health department most interested in this subject, the scheme now 
to be described came into being in 1949 and proved most successful : 
it was repeated with equal success in 1950. 

The county was divided into five areas, and more than half the centres 
responded to the initial invitation to take part in the competition, and 
accepted as a condition of entry that their members should take part 
in a minimum of five discussions on various aspects of child care. 

These talks were given at the welfare centres in many instances, but 
numerous extra sessions or evening groups were also arranged. The 
chief difficulty experienced was in arousing initial interest, but once a 
group got started there was in many cases a clamour for extra sessions. 
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Talks were given, and discussion led, mainly by the health visiting 
staff. Films and film strips were shown when it could be conveniently 
arranged. 

In most instances, centres chose their contestants by means of a local 
‘quiz ’ before an audience, and eliminating rounds decided which centres 
sent their representatives to the final. In each case an audience was 
present and the Press were asked to attend, thus interesting the general 
public as well as those attending the centres. 

The final has so far been held in Aylesbury, the county town, and 
there has been a health exhibition at the same time in the hall. Exhibits 
of children’s clothes, toys and posters made by parents and submitted 
for competition were arranged round the hall. The immediate neigh- 
bourhood was notified by car microphone and all local papers advertised 
the event, which attracted more than 250 people. 

Competitors were allowed one minute to answer each question, and 
there were four rounds, viz. (1) Infant Feeding and Nutrition, (2) Physi- 
cal and Mental Development, (3) General Home Management and 
Hygiene, (4) Domestic and Controversial. 

It is probable, in view of the great interest shown, that the finals will 
in future be held in rotation at the various large towns throughout the 
county, and used as the centre of attraction for a health exhibition in 
each town. 

The venture has not proved expensive, for apart from the extra time 
put in by the health visitors and health education staff, which may be 
regarded as part of their normal duties, about £30 has covered the hiring 
of the hall, prizes, travelling and incidental expenses. 


Aims and Difficulties 


We set out to arouse interest among health visitors and others in 
the teaching of parentcraft ; to reach the greatest number of mothers 
and to create the desire for knowledge of child care in all its aspects and 
to establish a permanent system extending teaching to all parents of 
young children. In addition it was hoped that the interest in health 
matters thus engendered could be fostered so as to increase the interest 
of all members of the community in matters relating to wider aspects of 
their health. 

The difficulties encountered were largely those which might have 
been anticipated, and perhaps the greatest was the lack of enthusiasm 
in the early stages not only among the public but among the health 
visitors themselves. Now, however, after two years of the experiment, 
enthusiasm is unbounded, and the difficulty is to find staff to meet the 
demand for lectures and leaders of group discussion. 

In some of the more rural areas groups were handicapped by unsuit- 
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able accommodation and lack of time for talks during child welfare 
sessions ; "bus schedules to some extent govern the duration of sessions 
in rural areas, and in some cases separate rooms are not available in village 
halls. There was also a serious lack of teaching material, since so many 
groups were running sessions at the same time ; the remedy here, of 
course, is obvious and easy. 

Finally, there is one difficulty inherent in this system which has not 
yet been solved, namely the difficulty of encouraging the less educated 
and more reticent mothers to take a real and active part in a system of 
teaching allied to competition which is more or less public. 


Results 


Nevertheless, in spite of the difficulties, we do believe the effort has 
been worth while. There has been a steady growth of interest in health 
teaching both among the voluntary committees of the centres and the 
health visiting staff. The standard of answering, over the very wide 
range of questions, has been high both at the local and final competi- 
tions ; in this opinion we are supported by outsidéd observers. We believe 
that this method of ours has shown that health education on really broad 
lines can be achieved by the posing of questions for discussion and pro- 
viding speakers or leaders not only for the discussion but also on sub- 
sidiary matters arising from the initial question. 

Although it is probable that health education as such is most effective 
when addressed to women rather than men, we have found that men 
are interested and sessions have been held to which fathers were invited. 

Finally, this competition has shown us that there is a demand among 
the younger mothers for discussion groups and health education apart 
from welfare centres. Some groups for instance prefer to meet in the 
evening after the day’s chores are finished and the children are in bed. 

It seems that it is really worth considering whether a good deal of 
the energy now directed to welfare centre work might not with benefit 
be diverted to teaching general health subjects to groups of women at 
times, preferably in evenings, apart from welfare centres. A great deal 
of the practical work now undertaken at welfare centres such as the 
periodical examination of infants and toddlers could be suitably dealt 
with in other ways and a growth of discussion and social groups, which 
might for want of a better title be called ‘‘ Young Mothers’ Clubs” be 
encouraged instead. The detailed discussion of such a development is 
obviously outside the sphere of an article such as this. 
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HEALTH EDUCATION 
AND THE SCOTTISH 
PRIMARY SCHOOL 


By Donatp T. Forses, M.A., Formerly 
Headmaster of Oakbank Primary School, 
Glasgow. 


Desp:TE memoranda, reports and suggestions, it was not until the Scottish 
Council for Health Education began its series of Pilot Experiments in 
1947 that a real practical approach to the problem of health teaching was 
made in Scotland. The plans were unpinned from the drawing boards 
and taken into the workshop, and what had hitherto been mainly vague 
official comment became the subject of active experiments, in which a 
practical scheme of teaching was built up by the method of trial and 
error. 

I was privileged to take part in the first Pilot Experiment in Glasgow 
—that dealing with health teaching in the primary school. 

It may be well to state at the outset that this school—one of fifteen 
chosen to give a cross section of the school population—lies in a densely 
populated area, has totally inadequate playgrounds, primitive lavatory 
accommodation, no cloakrooms and no hot water. Itself no oasis, it is 
set in a desert of grey tenements with a peripheral ring of breweries and 
factories. Yet there is a strong tradition of loyal attachment to the old 
school. The parents are hard working, warm hearted and generous 
and the staff worthy of the highest praise for their readiness to co-operate 
in all teaching experiments and to give of their time ungrudgingly. The 
external shell may be unlovely, and the conditions apparently unpromising, 
but the pre-requisites for success in any educational experiment are there. 

It was the very challenge of the conditions which impelled me to take 
an even more active interest in health education than I had done when 
working in more favourably situated suburban schools. One must realise, 
however, that the problems of health education are now by no means con- 
fined (if they ever were) to the more meagrely equipped schools. They 
are equally challenging in the newer schools where the shift of population 
due to re-housing has led to an uprooting and scattering of pupils from 
the centre to the outskirts of the city. No mere provision of modern 
classrooms with modern equipment is in itself a guarantee that healthy 
habits leading to healthy living will be practised and established. 

In the valuable Report on Health Education in Schools’ issued by the 


‘The Scottish Council for Health Education—Report of the Committee on Health 
Education in Schools (1950) p. 27. 
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Scottish Council for Health Education, the committee state among their 
Conclusions and Recommendations that “ health teaching in the primary 
school should be realistic and practical, based on the theme of ‘ healthy 
living ’ and related to the affairs of every day life. It should centre round 
the forniation of right habits, with the accent on cleanliness and tidiness.” 

Whatever lessons are given, the scope and content must, of course, 
be conditioned to a great extent by the social backgrounds of the pupil. 
That the children of the well-to-do parents will begin with an initial 
advantage over the less fortunate is obvious. 

In health teaching we are not dealing with an individual subject. The 
1937 edition of the Board of Education’s Suggestions’ say quite clearly 
“One mistake is to regard the treatment of health as a separate subject 
of the curriculum.” No subject does stand by itself in the curriculum 
but in health teaching more than in any other, every school activity 
should be harnessed to give additional force for the drive towards the 
establishment of habits leading to healthy living. The whole school 
staff must be brought in—not only the teaching staff but all attached 
to the school “ for rations and discipline.” 

Cleanliness Consciousness 

To get the whole school ‘ cleanliness conscious ’ the Headmaster must 
play an important part by showing a definite interest and by giving every 
encouragement to both pupil and teacher—to the former in his attempts 
to carry out the teaching in practice, to the latter in welcoming experiment 
and suggestion. 

If it is at all possible, the Headmaster should visit the classes daily, 
making a point of commenting on the appearance of the class and the 
tidiness of the room and commending one or two pupils for some special 
mark of cleanliness or smartness. It might be noted that, in general, 
praise is more stimulating than blame. In all teaching pupils of poorer 
mental endowment react more readily to praise than to reproof and it 
is precisely those more poorly endowed who are most in need of direction 
towards habits of healthy living. These more than any others need to be 
helped in the building up of an attitude of self respect. 

It is most interesting to note the signs of awakening ‘ cleanliness 
consciousness’, Hair ribbons are pulled into prominence, unruly locks 
receive a pat from a hand surreptitiously moistened under the desk. Not 
very hygienic? No. But an attitude is being built up. Little Snow- 
flake, so called by his companions because of the long history as a most 
imperfect ablutioner, blushes a little as he remembers that game of 
‘headers’ played with a wet ball on a muddy pavement and wonders 
if the resultant pattern shows too clearly. The problem of grubby hands 


‘Board of Education: Handbook of Suggestions for Teachers. H.M. Stationery 
Office (1937) p. 162. 
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due to marbles and skipping ropes arises in every school. Allowance 
must be made for the natural activities of the child, and the wise teacher 
will take this into account and arrange washing facilities for pupils who 


have been playing healthy games. 


The Infants 


Habit formation cannot begin too soon, and the provision of many 
more nursery schools would help greatly in fixing health giving habits 
at an early and impressionable age. In this way much of the ill health 
which appears later and is such a hindrance to education could be 
eliminated. 

Relatively few of our entrants have had nursery school experience, and 
no matter how careful the home training has been for the majority in 
their pre-school days there are invariably some who come almost com- 
pletely ignorant of the simplest rules of health or of hygiene. Others 
there are who, finding themselves out of the shelter of the home and in 
the framework of an unfamiliar community, are somewhat uncertain and 
perplexed. 

In the infant department the lessons concern themselves with per- 
sonal cleanliness, with class and playground cleanliness and with home 
cleanliness. The Playway method is adopted and the health game made 
as happy and as exciting as possible. 

Each day the infants’ mistress makes a tour of all classes. Her pro- 
gramme’ may read somewhat as follows :— 


Monday—hands and handkerchiefs, 
Tuesday—boots and handkerchiefs, 
Wednesday—nails and handkerchiefs 
Thursday—teeth and handkerchiefs 
Friday—general survey. 


The common factor here is obviously handkerchiefs, and it is interesting 
to note how proud the children become of these. At times they may 
be mere tokens but they are washed and ironed by the infants themselves 
at home. Even if they be mere tokens a habit is being formed and an 
attitude built up. Some mothers hitherto indifferent have been known 
to arrive breathlessly, to thrust in a hand and announce “ Here’s Mary’s 
handkerchief. She forgot it.” This desire not to let Mary down may 
be the beginning of a closer co-operation between parent and school. 
Tidiness and cleanliness are praised and class monitors with their 
badges of office attend to their various duties—supervision of the tidiness 
of the floor, distribution of milk bottles, mopping up of drops of milk 


and orderly arrangement of apparatus. In this way, to be tidy becomes 
the * done ’ thing. 
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Simple jingles and rhymes are introduced and enjoyed, 


“Keep your windows open wide 
Good fresh air will come inside ” 


may greet anyone who approaches a window with a window pole. In 
a corner of the ‘baby’ room the ‘ weapons’ to be used in the crusade 
against dirt and disease are displayed. On a small table covered with a 
square of brightly coloured plastic cloth are soap and a towel, a nail 
brush, a tooth brush, a hair brush and comb and bootbrushes. These 
are not museum pieces but are put to practical use. Demonstration 
lessons are given first by the teacher and later by selected pupils who 
learn by teaching others. There is never any lack of demonstrators 
who are proud to show how a nail brush or a bootbrush should be 
manipulated (tooth brushes are too personal and can be used only by a 
volunteer who brings his own). This little corner with its ‘ lares and 
penates ’ of health serves as a perpetual reminder to all that cleanliness is 
a vital part of the daily routine. 

Each class has its own mascot or totem—Larry the Lamb, Sammy 
the Squirrel and so on. Should the rules of the health game be broken 
Larry or Sammy is ashamed and does not come out of the cupboard. 
The headmaster on his visits comments on the appearance or absence 
of the class totem. If it is missing there is a feeling of embarrassment ; 
if it is present the class glows with the joy of achievement. 

All infant class rooms should be made as bright as it is possible to 
make them. Beautiful things should be there—beautiful pictures, beauti- 
ful plants, beautiful books—so that ever after the lessons become asso- 
ciated with beautiful things. 

I feel not enough has been done in urban schools in the way of 
co-operation between schools and parks departments. Much wanton 
destruction of shrubs and trees could be obviated if a tithe of the flowers 
lavished on fetes, fairs and festivals were made available for schools so 
that the children would grow up among, and learn to love, these growing 
things. 

Outside each class room hangs a simple card with an easily read record 
of the class achievement in neatness and tidiness. These cards consist 
of a strip of cardboard to which is affixed each week a coloured gummed 
disc (if the class is worthy of this honour). Simple as they are, the classes 
are as proud of them as any veteran of his medals. 

These ‘ lessons ’—if we can call them so—take but little time, but 
the effect of such homeopathic doses is striking, and the teaching colours 
all other school work. Recently the infant classes were preparing for 
the weekly service—the story centring round the fishermen. One sec- 
tion was learning a short passage containing the words “‘ and the disciples 
were washing their nets.”” In her best verse speaking voice a member 
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of the choir rendered this as ‘“‘ and the disciples were washing their 
necks ’’—a practical point—the more familiar being substituted for the 
less familiar. The 5-7 year group are open to suggestion and are ready 
to imitate those whom they love and trust. How important it is that 
teachers should themselves be shining examples of neatness and tidiness. 


The Juniors 


When we deal with the juniors we find:them much less suggestible, 
much more critical, more self assertive, more energetic and mischievous. 
Their games are boisterous. They tumble over each other like puppies, 
and in consequence come in with hands and faces far from clean. At 
times it would appear as if all the early work were undone. These 
juniors resent being regarded as infants, and so the teaching technique 
has gradually to be changed. Monitors carry out their duties as before, 
but more formal lessons must now be given—still with the accent on 
the practical. Natural curiosity has now to be satisfied and reasons given 
for what is done. 

Each morning a few minutes are devoted to a check-up on hands, 
faces, shoes, etc., this being followed by a bright, informal talk on the 
topic for the week—suiting the treatment to the stage of advancement. 

Scottish schools are finding the Model Syllabus given in the Report 
of the Committee on Health Education in Schools’ to be of the greatest 
value in providing continuity and eschewing dullness. This scheme 
covers such topics as ““ Why do we wash?” “ Why do we clean our 
teeth ?”” A simple lesson along these lines can be taken as a relaxation 
between two other lessons. It need not necessarily be given at the same 
time each day and a brief recapitulation with question and answers serves 
to keep up the interest. The old hygiene lesson to a great extent failed 
in the junior school because it dealt with matters outside the pupils’ 
practical experience. To avoid similar failures the modern health lesson 
should be bright, brief and informal but issue always in something that 
can be done by all. 

The dramatic should be given full play. “ Let’s fill our lungs with 
fresh air,” “‘ Let’s take the kinks out of our spine ”’ not “‘ Deep breathing 
by numbers ” or ‘* Adopt the correct posture.” 

Purposeful activity should be the keynote. The ventilation of the 
room can be a daily ritual—not a mere banging up of a window when 
the atmosphere becomes intolerable but a duty undertaken by monitors, 
with the reasons for it reiterated. 


The gang spirit, characteristic of juniors, can be made use of in team 
competitions—one section against another—points being given for 


"The Scottish Council for Health Education—Report of the Committee on Health 
Education in Schools (1950) p. 39 et seq. 
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cleanliness and tidiness of person and of desks. A record of progress 
in the shape of a brightly coloured monkey (made from pipe cleaners) 
climbing up a cardboard ladder keeps the teams on the alert. 

Some deprecate the competitive spirit on the ground that it may lead 
to unfair comparison between privileged and under-privileged pupils, 
but the wise teacher will always take care that full credit is given for 
evidence of improvement or even for good intention. 

The topic of the week may lead to a desire to design a poster or to 
invent a slogan, though the endless designing of posters is not to be 
recommended. I believe in the judicious use of the poster which, to 
be of real value, must be simple in design and attractively coloured and 
must carry a clear message in printing that can be easily read. Too 
many posters err in being ‘ arty ’ and over subtle in their message. Prob- 
ably the best way to use posters and slogans is to institute a Health Week 
in which all classes combine to produce something of interest—posters, 
slogans or scrapbooks. Such a quickening of the tempo from time to 
time is of great value. Interest is stimulated and the whole school 
gains by the revision of facts already presented. | 

Films have an undoubted value but the best health films are on sound 
track, and in Scotland few primary schools are provided with sound track 
projectors. | (It is still a moot point whether for general purposes the 
sound or the silent is the better film.) 

The ordinary film can, of course provide opportunities to refer to 
some health topic. ‘‘ Did you notice how tidy that bird was ?” “ What 
would you say about that monkey?” This is not only health teaching, 
it is training in accurate observation as well. 

It cannot be too frequently stated that health teaching is not the teach- 
ing of a single subject. Practically all subjects can provide illustrations 
which can be used incidentally as suggesting the right attitude to health 
and cleanliness. Once firmly established the root-spread of health teach- 
ing is very wide. 

The film strip has most deservedly become a popular visual aid, for it 
has many advantages over the longer film, but care must be taken that 
the lesson does not become too formal—an old fashioned hygiene lesson 
done up in modern dress. 


The Welfare Unit 


One of the most helpful means of re-inforcing the health teaching has 
been the establishment in this school of a hygiene unit or, as we prefer to 
call it, a welfare unit. This is no mere extension of the school medical 
service but has a definite plan in health teaching. 

Twice a year an examination of the whole school is carried out by 
the Senior Woman Assistant (Welfare Supervisor) assisted by a Welfare 
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Attendant. Marks are given for cleanliness of head, body and clothing. 
By means of a card index system a record of each pupil is kept as a purely 
private and confidential document. In cases where the cleanliness is not 
up to standard the parent is contacted and co-operation sought. All exami- 
nations and interviews are held in strict privacy and any further action 
is regarded as a co-operative effort on the part of that ‘ eternal triangle’ 
of pupil, parent and teacher which is the basis of all sound educational 
practice. 

At first there was a not unnatural suspicion on the part of pupils and 
parents. This phase has now passed and a visit to the welfare room 
with its bright pictures, its large mirror and spotless equipment has no 
stigma attached to it but is regarded as a happy adventure. 

As all departments of the school must be brought into the scope of 
health teaching, the importance of the dining room as a means of foster- 
ing a respect for cleanliness and of. forming right habits cannot be 
overstressed. 

No child is allowed to sit down to a meal with unwashed hands. A 
simple grace is said or sung, and during meal time tidy habits and con- 
sideration for others are taught. A well laid table, shining cutlery and, 
if possible, bright flowers make the dining room approximate as nearly 
as possible to ideal home conditions—a family, not an institutional, meal. 
We might well take a hint from the more up-to-date restaurants and 
add a budgerigar in a cage and a tank with goldfish. 

Spray baths (unfortunately still too few in primary schools) give us an 
opportunity of stressing all-over cleanliness and bring about an improve- 
ment in garments hidden from view. The time taken to strip off a 
Chinese puzzle of interleaved jumpers and jerkins soon convinces pupil 
and parent that something more simple is required. It is stressed in 
reply to parents’ objections that spray baths are unnecessary because 
Mary has a bath on Saturday that this visit is no criticism of Mary’s 
cleanliness but part of the scheme to build up a body able to resist 
disease. 

Probably nowhere is precept translated into practice with greater joy 
than at the school camp. Dormitories are inspected each day ; regular 
habits of rising and going to bed are formed ; meals are balanced. Thus. 
in happy exercise, in happy routine and in happy companionship, the 
whole being seems to glow and to grow. 

In all health teaching there are difficulties. Home conditions at times 
make a mockery of much that is taught and the wonder is that the stan- 
dard is as high as it is. In far too many schools the washing facilities 
are quite inadequate and on the score of economy (demonstrably false) 
the roller towel is still retained. Fortunately we have been allowed to 
experiment with the individual paper towel, and I am convinced that 
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the use of the individual towel should be the standard practice in all 
schools. At little cost it is possible to have simple fixtures installed in 
all classrooms. Thus a supply of.towels and of soap can be made avail- 
able for each pupil. 


Conclusion 


Such then is an outline of an attempt to carry out simple health 
teaching in a primary school—the aim being to establish health giving 
habits, to make pupils cleanliness-conscious and in general to build up 
an attitude to health so that all may pass on to the secondary school with 
a grasp of the elementary rules of healthy living. 

We claim no spectacular results, and bitter experience has taught us 
that in this crusade there is no discharge. 

The first aim in education is to make people healthy in mind and in 
body. By the combined efforts of teachers and parents Johnny leaves the 
primary school a clean, healthy, young citizen with a handkerchief in 
his pocket and a crease in his trousers. Yet have we come far short 
of our aim unless we have led him to a respect for that inner cleanliness, 
health of mind ; unless we have shown him that he is not merely a 
clean healthy animal but that he has something of the Divine implanted 
in him ; unless we send him forth determined to love the Lord with his 
whole heart and his neighbour as himself. 
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FILMS 


WATERWORKS. 1946. Black and white. Sound. 40 mins. 16 
and 35 mm. Films of Fact, Ltd. 26, D’Arblay Street, W.1. 


Diagram maps show the highlands of Britain and the consequent abundance of 
water in the west, but the greater part of the population requiring that water 
lives in the much drier south east. The film sets out to show how this difficulty 
is overcome. The reservoirs of the west and the feeder streams of their catchment 
basins are shown by means of excellent photography and panning. In the south 
east wells and pumps draw water from the underground reserves in the chalk. 
Water is also shown being collected through a grid from a river. There are 
excellent photographs of the different kinds of pumps and filters. An animated 
sectional diagram explains the use of the filter bed and the method of reverse flow 
cleansing. Then small quantities of chlorine are added, In the laboratories the 
water is finally tested for the presence of bacteria, After all this trouble water is 
shown being wasted from hose and tap! Owing to uneven production and use 
water towers and tanks are necessary for conservation purposes. 

This film provides a very useful synopsis of the whole problem and it is made 
) attractive by the excellent photography of natural scenery. Animated diagrams 
explain the scientific processes very clearly. 

It is suitable for senior classes in General Science and Geography and could with 


profit be introduced into adult classes and public cinemas as a simple method of 
health instruction. 


SEWAGE DISPOSAL. 1947. Black and white. Sound. 10 mins. 
16 and 35 mm. On sale from Gaumont British Instructional 


Films Ltd. or on hire from G.B. Film Library, Aintree Road, 
Perivale, Middlesex. 


The film opens with a section of a house showing the waste water from lavatories, 
basins and sinks reaching the sewer, and a special feature is made of the trap 
through which the water passes as it leaves the house. Sewermen are shown at 
work in main and subsidiary sewers ; their work and methods of avoiding danger 
during sudden flooding are explained. Shots of Abbey Mills pumping station at 
West Ham show how various rates of flow are dealt with by the pumps. The 
process of screening is shown at Beckton. When added to domestic waste some 
of the sludge is used as fertiliser and the final residue is carried 57 miles out to 
sea, while the water flows into the Thames. An animated map of the sewage 
system of London, both before 1860 and at the present day, is superimposed upon 
a faint road and river map. The main north and south sewers with their subsidiary 
drainage are very clear. 

The production reaches the usual high standard of the firm which produced it. 

This film can be recommended for use in any health education course, for 
pre-nursing course students and for senior classes in secondary schools. It would 
also suit the general adult public in any cinema. 


L. E. H. 
g2 
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BOOK REVIEWS 


Eucenics 1n RETROSPECT AND 
by C. P. Blacker. (Occasional Papers 
on Eugenics, No. 1. Eugenics 
Society and Cassell & Company 
Ltd. 2nd edition. 1950. Pp. 38. 
Price 2s. 6d.) 


This is the substance of the Galton 
Lecture given by the author in 1945. At 
that time it was a fair and comprehen- 
sive appreciation of the state of eugenics 
in this country. This new edition is 
equally so at the present time. 

The author briefly refers to the origin 
of eugenics in the logical extension of 
the promulgation of evolution theory, 
the word itself being first used by Francis 
Galton twelve years after the publication 
of Darwin’s Descent of Man. He then 
dispassionately considers the various 
attacks that have been made upon 
eugenics in its development and dispels 
a number of misconceptions. He traces 
the history of the Eugenics Society and 
tells of the many research activities that 
it has fostered and financed. There can 
be no doubt that both Eugenics and the 
Eugenics Society have been seriously dis- 
advantaged by the fervour and lack of 
caution that in the past were displayed 
by its more enthusiastic exponents and 
adherents ; so much so that many of the 
more eminent scientists in this country 
have either held themselves aloof from 
the affairs of the Society or have actively 
opposed it. But in the Occasional Papers 
on Eugenics it is made abundantly clear 
that the value of the Society (and of the 
subject) must be assessed not by an 
examination of the propaganda uttered 
by the more exalted but from a con- 
sideration of the sound scientific and 
socially useful work that has been carried 
out under its auspices. The debt owed 
to Dr. Blacker by the Eugenics Society, 
and indeed by the whole community, 
heavy as it already is, is still further in- 
creased by the appearance of this second 
edition. 


F. A. E. Crew. 
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ProBLeM Famitigs Bristox, by R. C. 
Wofinden. (Occasional Paper on 
Eugenics No, 6. The Eugenics 
Society and Cassell and Company, 
Ltd. 1950. Pp. 59. Price 2s. 6d.) 


This paper is R. C. Wofinden’s contri- 
bution to the investigation by the 
Eugenics Society into the best method 
of ‘finding out’ the numbers and loca- 
tion of problem families. Four other 
such pilot surveys were conducted under 
the same auspices in Luton, Rotherham, 
Kensington and the West Riding of 
Yorkshire. Wofinden’s survey shows 
that it is by information from the health 
department that the great majority of 
problem families can be found, a find- 
ing which was also evident in the West 
Riding survey (Annual Report, 1949). It 
confirms also many of the previous find- 
ings: the large family ; the existence of 
happiness in squalor ; the high incidence 
of low intelligence, of poor health in the 
mother, of work-shy fathers ; the large 
contribution of these families to the 
homeless child problem ; the universal 
evidence of physical neglect other than 
nutrition ; the high incidence of illegiti- 
macy. He does not confirm Savage's 
finding of a high infant mortality. 
Wofinden emphasises the value of the 
recuperative centre (as Brentwood) and 
the family adviser (as the family service 
units), He gives evidence to favour re- 
housing in the ‘half way house’ rather 
than directly to the new housing estate. 
The report is worthy of close study. 


FRrAsER BROCKINGTON. 


First Arp to THE INjurED. (St. John’s 
Ambulance Association. 4th edit. 
1950. Pp. 251. Price 3s.) 


This old established pocket manual on 
First Aid has been skilfully pruned and 
rewritten. Well presented in simple 
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language, it contains all that the First 
Aider should know, with the basic points 
emphasised in heavy type. The line 
drawings are clear and in my opinion 
superior to the photographic illustrations 
which in some cases (e.g. treatment of 
fractures) are confusing. 

With the approaching threat of war 
the chapter on burns and shock, with a 
special paragraph on crush injury, be- 
comes increasingly important. Both 
these subjects are fully covered and the 
instructions given as to treatment are 
based on sound first principles. A little 
more emphasis, however, should have 
been placed on crush injuries, The 
treatment of crush injuries proved so 
difficult during the last war that the 
serious nature of this type of lesion 
should have been underlined. 

In the section dealing with haemor- 
rhage the exclusion of the word tourni- 
quet is welcome, but in the chapter on 
fractures the mention of the ‘crepitus 
test’, even though it “should never be 
sought deliberately ” is a mistake. The 
teaching of crepitus as a sign of frac- 
tures should belong to the pre-radiologi- 
cal era. - 

The chapters on poisons and electric 
shock, written by experts on their own 
subjects, are a model of brevity and 
clarity. 

The present edition is a worthy suc- 
cessor to a long line of editions of this 
manual, and, if studied carefully and 
well, should prove of inestimable value 
to those who are interested in First Aid. 


R. W. HeEnpry. 


INTRODUCTION MoTHERHOOD, by 
Grantly Dick Read. (William 
Heinemann Medical Books Ltd. 
1950. Pp. 92. Illustrated. Price 6s.) 


The publications of Dr. Grantly Dick 
Read are known to many workers in the 
field of medicine and among the lay 
public he has many devotees. It is. not 


an exaggeration to say that he is the 
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most widely read of all medical writers. 

His latest book is intended for the 
young expectant mother who wants to 
know what happens during pregnancy 
and labour, The language is simpie 
and the milestones of pregnancy and 
labour are presented in a way that 
would appeal to the young mother. As 
one would expect from this author, the 
emotional changes are explained in 
some detail. The first emotional menace 
of labour may be noted when the cer- 
vix is 2 inches (5 centimetres) in dia- 
meter. Some women find very great 
difficulty in relaxing at this time and 
the pattern of labour may be determined 
by the attitude the nurse or doctor 
adopts during this crucial period. There 
is much truth in the dictum “ Take care 
of the first stage and the second will 
take care of itself”, 

After reading this book the expectant 
mother will find so many of her ques- 
tions answered and fears eliminated that 
she will be able to approach labour with 
confidence and equanimity and play an 
active part in what should be the most 
exhilarating experience of her life. 


W. C. W. Nixon. 


FoR THE CHILDLEss CoupLe and 
THe CHANGE OF LIFE IN WoMEN. 
(National Marriage Guidance Coun- 
cil, 78, Duke Street, London, W.1. 
Pp. 23 and 12. Price 6d. in each 
case.) 


Help for the Childless Couple contains 
a brief but comprehensive description of 
the way ova and sperms are formed, how 
they unite and become embedded in the 
uterine wall, and what can hold up this 
process and its successful culmination. 
The simple wording should be easily 
understood by the average reader, and 
the booklet will meet a real need, with 
its reassurance that infertility is by no 
means incurable, and its advice on where 
to obtain reliable help, 
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The Change of Life in Women is less 
well directed. It is a mixture of medi- 
cal information and advice and a philo- 
sophy of growing old gracefully. It fails 
to emphasise the urgent need to report 
immediately to one’s doctor any irregu- 
lar bleeding that occurs at this age—a 
fact that needs to be stressed in order 
to avoid the tragedies which result from 
delay. 


ANNE BurceEss. 


GAMES AND GAMES TRAINING FOR JUNIOR 
Cuitpren, by Margaret Laing (E. J. 
Arnold & Son, Ltd. 1950. Pp. 128. 
Diags. Price 8s. 6d.) 


This book should be particularly wel- 
comed by teachers who, from interest or 
necessity, give help with the games train- 
ing of younger children but who, not 
being physical education specialists, find 
difficulty in obtaining material which is 
really suitable and valuable, both in itself, 
and as a preparation for major games 
later. 

As always with Mrs, Laing’s books, 
the text is meticulously detailed and 
clearly set out, and the pin-men illustra- 
tions most helpful. 

The range covered is such that, 
although the book is intended for junior 
children of 7 to 11 years, there are some 
activities which could be _ beneficially 
used with older infants and many that, 
under present conditions in a great num- 
ber of schools, will be of real value for 
older children. 

A certain discretion will be required in 
selecting material, since straightforward 
pracuces, which can be taken in their 
entirety at a single dose, are given equa! 
prominence with more intricate ‘ minor 
major” games requiring several leading- 
up practices spread over a number of 
lessons. 

Used with this discretion, the book 
should give real help to all who suffer 
any lack of ideas or understanding of 
games training in its early stages. Even 
those with specialist knowledge will find 
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an original twist to both old favourites 
and newer suggestions; and the fool- 
proof clarity of detail throughout makes 
for easy and rapid reference. It is to be 
hoped that the formidable price of 
8s. 6d. will not prevent it from reaching 
the hands of those for whom it is so 
essentially designed. 


Joan Burnett KNIGHT. 


Rurat Epucartion, Vol. 1, by Arthur B. 
Allen. (Allman & Son Ltd. 1950. 
Pp. 255. Price 7s. 6d.) 


Many men teachers are accepting 
country schools for the sake of the house 
attached to the post, and are possibly 
viewing the future with some misgiv- 
ings. To them I would thoroughly 
recommend this little book, for not only 
does it enthuse over the joys of rural life, 
but it gives many valuable hints to those 
who would like to brush up their know- 
ledge of agricultural subjects. 

The author has many books to his 
credit. He has also quite a reputation 
as an artist and as a lecturer, and, natur- 
ally, has been asked why he should want 
to “‘ bury himself” in the country. That 
he is doing so he emphatically denies, 
and his pages, full of sane common sense 
and good anecdotes, with wonderful pen 
pictures of the village inhabitants, make 
one feel that he is not at all likely to 
regret his choice of job. 

This first volume is in two parts: 
The Village Schoolmaster and Farm and 
Field. In the former we get the joys 
of country life, or perhaps we should 
say village life, and in the second we get 
the hard facts of farming life, with chap- 
ters on such subjects as “ Rotation of 
Crops,” “How the Farmer Stocks his 
Farm,” and ‘The Farmer does Some 
Arithmetic.” 

No doubt many farmers as well as 
teachers could benefit by a study of this 


volume. 


Georce B. Dicktr. 
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THe Micropia, Heritrace, by 
L. M. J. Kramer. (Educational Paper 
No. 6, British Social Biology Coun- 
cil, 1950. Pp. 17. Price ts.) 


An interesting booklet that focuses 
attention upon an aspect of biology 
which is often neglected. In these days 
of emphasis on clean food, it is stimu- 
lating to come across such a comprehen- 
sive survey of microbiology packed into 
so limited a space, and suitable for adop- 
tion in a school curriculum. 

The booklet deals with the history of 
microbiology (there is a useful table of 
important discoveries), the various types 
of micro-organisms and their activities, 
and the effect they have had upon social 
projects. Reference is made to the 
heroism shown by various workers in 
their researches into microbial diseases. 

The place and aim of microbiology in 
school is discussed and some suggestions 
for experimental investigations are made. 
An appendix of suitable references 
should prove invaluable to one who 
wishes to develop the subject. 

The teacher who feels that this section 
of the biolagy course should receive more 
attention would do well to read this 
publication. 


C. A. P. Nosewortny. 


Human Growtn, by Lester F. Beck. 
(Victor Gollancz, Ltd. 1950. Pp. 
124. Illus. Price 6s.) 


This is a book written primarily for 
boys and girls in their teens—describing 
in simple language the processes of 
growth from the time of conception to 
maturity. Though it lays special empha- 
sis on the changes which take place at 
puberty, it fits these into the picture of 
the whole background of the develop- 
ment of the individual. It also deals 
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with the actual structure ot the repro- 
ductive organs, and the sex act which 
results in the beginning of a new life. 
There is an excellent chapter on the 
development of the baby in the uterus 
and the process of birth, 

At the end of each chapter there are 
questions which are quite typical of those 
asked by children and adolescents, and 
the answers are given clearly and con- 
cisely, and are unclouded by sentimen- 
tality or emotion. 

There are plentiful _ illustrations ; 
rather small, but simple and adequate. 

The whole book is written in simple 
but dignified language. Its subject 
matter has been tested on many parents 
and children. Although written pri- 
marily for children it is also a book 
which would be very welcome to most 
parents and teachers. Its straightfor- 
wardness and honesty make it one of 
the most valuable contributions to this 
somewhat difficult topic of sex educa- 
tion. It is by an American and based 
on experience with American children ; 
but it is entirely suitable to the problems 
in Britain. 

W. M. Warpen. 


The Good Housekeeping Family 
Centre has produced some attractive 
leaflets, full of wise advice on various 
subjects of interest to parents. Training 
in cleanliness, how to answer children’s 
questions, and explaining menstruation 
to one’s daughter are some of the sub- 
jects dealt with. 

A masterly explanation of the compli- 
cated Rhesus factor should receive much 
praise and appreciation and should alle- 
viate the fears of mothers who have 
been told they are “ Rhesus negative.” 
This is well worth 1s. The others can 
be had for 6d. each, post free, from 
The Good Housekeeping Family Centre, 
30, Grosvenor Gardens, S.W.1. 
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HEALTH EDUCATION 
JOURNAL 


This quarterly Journal aims at helping the individual and the 
community to a higher level of physical and mental health. 


In its pages experts give interesting information about health 
and discuss the problems facing us and the best ways of giving 
people of all ages the health knowledge they need. 


The Journal is meant to be stimulating and thought provoking 
and not merely a mirror of the official views of the Central 
Council for Health Education. Contributors are therefore 


encouraged to express their own opinions however controversial 
these may be. 


ARTICLES 


Readers are invited to submit articles on Health or Health Education. They 
should not be as a rule more than 2,000 words long. Contributions should be 
addressed to the Editor. 


SUBSCRIPTION RATES 


Single copy, | 6, Post free, | 7. Annual Subscription (4 issues), Post free, 6/- 
(U.S.A. and Canada, SI). Orders to: The Medical Adviser and Secretary, Central 
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